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RESPONSIBILITY OF OPHTHALMOLOGISTS IN ERA OF SOCIAL REVOLUTION 
CHAIRMAN’S ADDRESS 


Edwin B. Dunphy, M.D., Boston 


It is customary for the Chairman’s Address to be con- 
cerned with matters of general interest rather than spe- 
cific scientific subjects. In reviewing the addresses of the 
past 25 years, I find that they usually stress the giories of 
the past, the attainments of the present, and the bright 
prospects for the future. Rarely have I found any sug- 
gestion that ophthalmologic practice has faults. As Dr. 
Alan Woods said in his presidential address before the 
American Academy of Ophthalmology, “Ophthalmolo- 
gists are not loath to festoon the facade of their oph- 
thalmological mansions with garlands of flowers but are 
somewhat reluctant to examine the plumbing.” There- 
fore, I have taken as my text the responsibility of oph- 
thalmologists in the era of social revolution. In it I am 
critical, but this criticism, I hope, will be considered con- 
structive rather than destructive. 

At present, the medical profession as a whole is being 
criticized from various quarters, and its freedom to prac- 
tice is being threatened; it may be well to consider the 
reasons for this sudden conflagration. It is idle to blame 
it entirely on any one group of men or on one political 
ideology. Instead, the medical profession should critically 
analyze its faults and determine how beneficial changes 
can be made. All professions have their shortcomings, 
and no one will claim that the medical profession is with- 
out need of improvement. But, although physicians ad- 
mittedly have faults, it is obvious that no socialistic 
scheme is going to eradicate them. This is something 
that the medical profession must do itself. This does not 
mean that a single principle should be sacrificed in the 
struggle against government control, but it does mean 
that the profession’s relationship with the public must be 
re-examined, attitudes re-evaluated, and reasons found 
for the public’s diminished esteem for the medical pro- 
fession. 

Pres. Roscoe Miller of Northwestern University, in his 
fellowship address before the American College of Sur- 
geons, quoted the following excerpt from an editorial: 
“Many a man frankly doesn’t care whether the efficient 
machine in the white coat is socialized or not—because 
he feels the machine doesn’t give a damn about him.” If 


this feeling on the part of the public is true, and I think 
it is to a limited extent, the medical profession must 
reflect on what it has done to deserve this opinion and 
how it can recapture that public’s former confidence. In 
looking back over my 27 years in the practice of ophthal- 
mology, it seems that there are a number of ways. 

Physicians must be careful that their ethical standards 
in regard to the physician-patient relationship are rigidly 
enforced. I will not dwell on the acceptance of rebates 
from optical houses for unperformed services, as this has 
been emphasized before. It is sufficient to note that the 
American Medical Association, all three major oph- 
thalmologic societies, and the American Board of Oph- 
thalmology consider the practice unethical. Although the 
practice may still continue and probably always will to a 
limited degree, I think it is diminishing; however, there 
are many more reprehensible ways of being unethical 
than accepting a rebate for a pair of glasses. 

Ophthalmic surgeons make decisions of the gravest 
importance to the patient’s future. These decisions should 
be made with only one thought in mind, the patient’s wel- 
fare. Sometimes I am jolted into realizing that this single- 
mindedness is not always present. Surgery of cataracts 
may be taken as an example. It too frequently happens 
that a patient with a unilateral cataract and a normal 
fellow eye is rushed into surgery long before the stage of 
maturity is reached. Also, all ophthalmologists have seen 
patients with only one eye, with immature cataract and a 
visual acuity of 20/40 or better, subjected to the risk of 
surgery. These are certainly questionable procedures, 
even for those competent to perform surgery. 

I know of surgeons who operate on every patient with 
glaucoma that cannot be controlled by miotics, no matter 
how poor the prognosis and regardless of the patient's 
age. Even if the operation is technically successful, the 
little visual acuity remaining is often snuffed out, espe- 
cially in patients over 70 years of age, who have poor 
fields. It seems that unless there is a reasonable chance 
of surgery being beneficial, it is better to let the disease 
blind the patient slowly than to have the surgeon hurry it 
along. 
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These examples may be considered mistakes in judg- 
ment, and all ophthalmologists have made errors in this 
category. Far worse are those occasional outright dis- 
honest instances in which a patient with no light percep- 
tion has been urged to have a cataract extraction or an 
operation for glaucoma. Fortunately, there are few oph- 
thalmologists who would stoop to such practices, but 
they do exist, and their actions sully the entire profession. 
Today, a sullied profession becomes just the target that 
certain social reformers and ideologic cranks are search- 
ing for. 

“Ghost” surgery, recently popularized in certain na- 
tional magazines, is something I know little about. Ap- 
parently it is not uncommon in general surgery but seems 
to be rare in ophthalmology. No physician should per- 
form an operation at the request of a colleague without 
being able to make the decision to operate entirely on his 
own responsibility and on the merits of the case. 

Aside froma few flagrantly dishonest practices, there is 
that nebulous borderline zone of so-called shady practice. 
Unnecessary visits for the treatment of an eye condition 
are all too frequent. I know of a case that occurred some 
years ago in which the physician instructed a patient with 
a simple conjunctivitis to come to his office twice daily 
for six days so that a few drops of argyrol® (a mild silver 
protein) could be instilled and the eye inspected. A total 
of 12 visits at $5.00 a visit seems a high price to pay for 
a condition that should require 2 or 3 visits at the most. 
Of course, it is sometimes difficult to say whether visits 
are unnecessary when one is not in charge of the case, 
but patients are often amazingly canny in realizing when 
they are being duped. 

Unnecessary office visits for patients being paid com- 
pensation constitute another form of unethical conduct 
that will eventually hurt public relations. Some physicians 
have an idea that there is nothing wrong in cheating a 
little on insurance cases. A physician who is not strictly 
honest with his patients eventually gets a shady reputa- 
tion that will do him great harm, and, often, the medical 
profession as a whole is blamed undeservedly; this is 
especially harmful in an era of social strain and political 
pressure. The medical profession of course disapproves 
of dishonest practices; the problem is to determine what 
should be done to correct them. Physicians are some- 
times diffident in this regard, preferring not to get in- 
volved in an unsavory situation; however, in the Prin- 
ciples of Medical Ethics of the American Medical 
Association (chapter 3, section 4), it is stated: “A phy- 
sician should expose, without fear or favor, incompetent 
or corrupt, dishonest, or unethical conduct on the part 
of members of the profession. Questions of such conduct 
should be considered first before proper medical tri- 
bunals in executive sessions or by special or duly ap- 
pointed committees on ethical relations. . . .” 

Ophthalmology has no room for shady practitioners. 
Physicians must be sure of their grounds before reporting 
a fellow physician to the Ethics Committee, but in cases 
of flagrant and repeated unethical conduct it is their duty 
to take action. It is not a pleasant task, but dishonest 
practices will continue unless they are rooted out. 

I will now leave the realm of the unethical and the 
semiethical and enter the field of good, honest everyday 
practice. In this area there are a number of ways in which 
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physicians can enlarge their capacity to give better serv- 
ice to patients and improve relations with the public. 

In the increased tempo of life physicians sometimes 
lose sight of the human relationships in clinical practice. 
The lay press has so surrounded the medical profession 
with the aura of miracle workers that physicians them- 
selves sometimes believe this. The old saying that medi- 
cine is an art as well as a science has little place in medical 
thinking. Physicians tend to forget that the patient is an 
individual who is deeply worried about symptoms that 
may seem trivial to the practitioner. The patient goes to 
a physician because he needs advice. He needs sympathy 
as well as diligent examination, and, above all, his con- 
dition must be explained to him in language he can under- 
stand. If he is dismissed hurriedly, with high sounding 
words, he often leaves the office more confused than 
when he came in, wondering whether the visit was worth 
while and harboring resentment against the mysterious 
priesthood of medicine. 

The question of proper fees for professional services 
is a perennial problem. Fees for surgery cannot be stand- 
ardized in spite of the growth of Blue Shield coverage 
for many citizens in the moderate income group. Fees 
are bound to vary in different communities along with 
the local cost of living and the economic status of the 
patient. Nevertheless, there are certain limits beyond 
which the tenets of good taste are offended. I am oc- 
casionally shocked to hear of the surgical fees that are 
sometimes charged wealthy patients for routine, un- 
complicated procedures. Most patients know when they 
are overcharged, and they resent it. The medical pro- 
fession is not a luxury business but a profession dedicated 
to rendering service to humanity. Reward or financial 
gain is a subordinate consideration. Physicians should 
never lose sight of this principle. If they do, the medical 
profession will certainly be government regulated even- 
tually and with public approval. 

One of the disturbing features of the practice of oph- 
thalmology is the spectacle of the poorly trained ophthal- 
mologist who continues to treat patients with difficult and 
complicated cases without consultation, even when things 
are going badly. All ophthalmologists have seen patients 
with postoperative cataract with glaucoma who were 
given ineffective medical treatment until the eye was 
blind. Many of these eyes could be saved if the physician 
in charge would seek advice quickly. Consultation should 
be freely asked for and freely given. It is the responsibility 
of ophthalmologists with years of experience to help their 
more inexperienced colleague when they are consulted, 
no matter how indigent the patient may be. This does 
not mean that a consultation fee is not proper in many 
circumstances, especially when the patient requests the 


. consultation, but the insistence of some physicians on 


large fees for a consultation when their colleague and his 
patient are in trouble discourages the younger man from 
asking for help. 

One of the disappointing features of the modern age 
is the tendency of physicians to drop out of community 
activities. Perhaps this is inevitable with the increase in 
specialization and the necessity of keeping up with all the 
new advances and multiplying literature; however, it is 
sad to contemplate the changed status of the physician 
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as a citizen. Physicians must come out of their scientific 
isolation and join their fellow citizens in participation in 
nonmedical civic affairs. From a rapproachement of this 
kind, both the community and the profession stand to 
gain. 

I am fully aware that the virtues of ophthalmology far 
outweigh the faults. I appreciate the brilliant past, and I 
have the utmost confidence in the future. But because 
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introspection is often beneficial, I have ventured to criti- 
cize certain aspects of the practice of ophthalmology; 
these criticisms also pertain to other branches of medi- 
cine. What I have said applies to only a few practitioners, 
but all physicians must accept the responsibility of cor- 
recting these abuses and keeping ophthalmology above 
reproach. 


243 Charles St. 


THE COUNCIL ON 


A resolution passed by the House of Delegates of the 
American Medical Association in 1925 empowered the 
Board of Trustees to appoint a council on “‘nonmedicinal 
agents’ similar to the Council on Pharmacy and Chem- 
istry.” ' The council appointed by the Board of Trustees 
was Originally named the Council on Physical Therapy. 
At its first meeting, on Oct. 16, 1925, the following mem- 
bers were present: Drs. W. R. Bovie, Boston, biophysi- 
cist; Arthur Compton, Chicago, physicist; Ralph Pem- 
berton, Philadelphia, internist; Harry E. Mock, Chicago, 
surgeon and the Council’s first Chairman; George Miller 
MacKee, New York, dermatologist; Arthur U. Desjar- 
dins, Rochester, Minn., radiologist; A. S. Warthin, Ann 
Arbor, Mich., pathologist; Francis Carter Wood, New 
York, pathologist; and Walter B. Cannon, Boston, physi- 
ologist.* 

In 1944, the name was changed to the Council on 
Physical Medicine because this was a more inclusive term 
and, as stated in an editorial in THE JOURNAL,’ because 
“physical agents are used not only for therapy but also 
for diagnosis” and also because “the Council has for some 
time interested itself in certain phases of Occupational 
Therapy, which is a branch of the broad field of Physical 
Medicine.” In 1949, the name of the Council on Physical 
Medicine was changed to the Council on Physical Medi- 
cine and Rehabilitation. This came about when it was 
realized that for the most part the fields of physical medi- 
cine and medical rehabilitation were closely integrated 
and that progress had brought about the expansion of 
the Council’s interests into the field of rehabilitation.* 

It was apparent, in 1925, that physical apparatus and 
methods had a definite place both in the diagnosis and in 
the treatment of disease and that it was necessary for an 
unbiased and scientific group to define the exact merits of 
these devices. The Council was created to render such a 
service, and since that time it has consistently done this 
job. It has continually widened its field of interest in order 
to report properly to the members of the medical profes- 
sion on new apparatus and methods having a physical 
basis for their action. 

The Council includes representatives of fundamental 
sciences closely allied to medicine as well as clinicians 
whose services are necessary in order to carry out prop- 
erly its activities. The present members of the Council are 
as follows: Drs. Frank H. Krusen, Rochester, Minn., 
physiatrist, and Chairman of the Council; Morris A. 
Bowie, Swarthmore, Pa., internist; Anthony C. Cipollaro, 


PHYSICAL MEDICINE AND REHABILITATION 


Ralph E. De Forest, M.D., Chicago 


New York, dermatologist; W. W. Coblentz, Washington, 
D. C., physicist; Otto Glasser, Cleveland, biophysicist; 
Dean M. Lierle, Iowa City, otologist; Frank R. Ober, 
Boston, orthopedic surgeon, and Vice Chairman of the 
Council; George Morris Piersol, Philadelphia, internist; 
Howard A. Rusk, New York, physiatrist (on inactive 
status); Derrick Vail, Chicago, ophthalmologist; Shields 
Warren, Boston, pathologist; Arthur L. Watkins, Boston, 
physiatrist; and Walter J. Zeiter, Cleveland, physiatrist. 

The Council carries out its objective of informing and 
protecting the medical profession and through them the 
public against fraud, misrepresentation, inefficiency, 
secrecy, or injury in connection with apparatus and meth- 
ods that have a physical basis for their action, chiefly 
through its acceptance program. The Council investigates 
various apparatus and methods coming within its pur- 
view that are claimed to be efficacious and safe diag- 
nostic, therapeutic, or preventive agents. Before accept- 
ing an apparatus or method, the Council reviews the 
claims made for an item and the evidence in support of 
these claims as submitted by the manufacturer or dis- 
tributor of the product. In addition it carries out certain 
investigations on its own. A new “Physical Laboratory” 
operated by the Council has just been opened at the 
A. M. A. Headquarters for the testing of apparatus. The 
many different types of items considered by the Council 
include such things as anesthetic apparatus, audiometers, 
electrocardiographs, electroencephalographs, electrical 
muscle stimulators, fever therapy equipment, certain 
exercise therapy equipment, electronic hearing aids, 
medical and surgical diathermy apparatus, infra-red gen- 
erators, incubators, basal metabolism testing apparatus, 
certain ophthalmic devices, respirators, and ultraviolet 
radiation equipment. In order to evaluate such a varied 
group of devices, the Council has established a number 
of Advisory Committees. The members of the Advisory 
Committees are specialists in their particular fields of 
interest and give wholeheartedly and generously of their 
time and services without compensation, as do the mem- 


Read before the Section on Physical Medicine and Rehabilitation at 
the 101st Annual Session of the American Medical Association, Chicago, 
June 10, 1952. 
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bers of the Council. Some of the Advisory Committees 
assisting the Council in this program are as follows: the 
Advisory Committee on Ionizing Radiations, the Ad- 
visory Committee on Ophthalmic Devices, the Advisory 
Committee on Audiometers and Hearing Aids, the Ad- 
visory Committee on Electrocardiographs, the Advisory 
Committee on Electroencephalography, and the Ad- 
visory Committee on Respirators. 

The Council has established either special require- 
ments or “Minimal Requirements” regarding the con- 
struction, performance, and acceptable claims, which 
must be met before certain apparatus can be accepted. 
These include requirements for the acceptance of sun 
lamps, respirators, radiant heaters, electrocardiographs, 
electroencephalographs, electrical hearing aids, audiom- 
eters, diathermy apparatus, contraceptive devices, ultra- 
violet lamps for disinfecting purposes, electrical genera- 
tors for the stimulation of muscle and ion transfer, and 
ultraviolet generators for use by the medical profession 
only. The regulations governing this acceptance program 
are listed in the “Official Rules of the Council on Physical 
Medicine and Rehabilitation of the American Medical 
Association.” After an apparatus or method has been 
carefully considered and accepted, the final report of 
this acceptance is published in the Council columns of 
THE JOURNAL. Apparatus accepted by the Council on 
Physical Medicine and Rehabilitation are also listed in 
the Council’s publication “Apparatus Accepted,” which 
is available to physicians and other interested parties on 
request. The official seal of acceptance of the Council 
may be used only in connection with the accepted ap- 
paratus. 

In addition to its acceptance program, the Council 
engages in many other activities. The Council, advised by 
its Advisory Committee on American Health Resorts, 
offers an opportunity to American health resorts to apply 
for listing. This listing includes health resorts that comply 
with rules that have been formulated regarding minimum 
fundamental standards for the safe and successful use of 
natural therapeutic resources according to established 
scientific procedure. 

The Council has taken a vital interest in problems re- 
lated to education in the field of physical medicine and 
rehabilitation. It has encouraged the establishment of 
resident training programs and undergraduate teaching 
programs for physicians. The Council is studying revision 
in the educational requirements for ancillary personnel 
in the field of physical medicine and rehabilitation so that 
the trained and qualified therapist will be in possession 
of an adequate fundamental knowledge of the basic sci- 
ences and therapy as related to this rapidly growing 
specialty. The Council has been ably assisted in this phase 
of its work by its Advisory Committee on Education, and 
the Council on Medical Education and Hospitals recog- 
nizes it as a valuable and reliable source of information 
in establishing standards for the approval of schools of 
physical and occupational therapy. 

Since the development of ultrasonic apparatus for 
medical use, particularly in Europe, the Council has 
begun consideration of this new physical agent. It has 
recently published an article entitled, “Present Status of 
Use of Ultrasonic Energy in Physical Medicine,” * in 
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which it is pointed out that “it is believed that physicians 
should await further cautious study of ultrasonic therapy 
before using it indiscriminately in clinical practice.” 

The Council has played an active role in the investiga- 
tion and evaluation of various methods of manual arti- 
ficial respiration. It has cooperated with such agencies 
as the National Research Council, the American National 
Red Cross, and the armed forces, to mention a few, and, 
as a result of all this work, an improved method, the back 
pressure-arm lift method, of artificial respiration has 
been adopted by many organizations. The Council has 
recently published a joint article with the American 
National Red Cross entitled, “Back Pressure-Arm Lift 
Method for Administering Artificial Respiration Recom- 
mended,” ® in the Council columns of THE JOURNAL. 
These two organizations sponsored an exhibit on manual 
artificial respiration at the annual session of the Asso- 
ciation. 

The “Handbook of Physical Medicine and Rehabilita- 
tion,” a publication of the Council, is a valuable source 
of information regarding the use of various physical 
agents and methods in many of the branches of medicine. 
The Council office, located at the A. M. A. Headquarters 
in Chicago, maintains a file of the Council reports on 
accepted methods and apparatus as well as Council 
adopted articles on various other subjects it has con- 
sidered. Reprints of these reports will be sent on request 
to interested physicians. 

The object and purpose for which the Council was 
originally established was to provide the physician with 
reliable information regarding apparatus and methods 
that have a physical basis for their action. The Council 
not only has carried on this activity but has expanded its 
interests into other fields related to physical medicine and 
rehabilitation and thus has played a significant role not 
only in the advancement of physical medicine and re- 
habilitation but also in the advancement of medicine in 
general. 
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4. Present Status of Use of Ultrasonic Energy in Physical Medicine, 
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Vectorcardiography.—The vectorcardiogram, because of certain 
shortcomings, is unlikely to displace the electrocardiogram in 
the near future. The most important of its disadvantages is its 
failure to record satisfactorily temporal phenomena—even for 
the loops themselves. A trace which does not record adequately 
P-R intervals, Q-T intervals, P-R segment durations, irregulari- 
ties in cardiac rhythm, or even simply cardiac rate, cannot 
replace, but can only supplement, the electrocardiogram. True, 
the spatial vectorcardiogram, especially the stereoscopically 
recorded spatial vectorcardiogram of a single cardiac cycle, 
presents more details of the magnitude and direction of the 
spatial vector forces associated with the electrical events of the 
cardiac cycle than do conventionally recorded standard leads 
and special leads of the electrocardiogram. However, with the 
wealth of experience and information already available in 
electrocardiography, the latter continues to be the record of 
choice in clinical medicine, whereas the vectorcardiogram re- 
mains the experimental method yet to establish its clinical role. 
—G. E. Burch, M.D., Vectorcardiography, A. M. A. Archives 
of Internal Medicine, August, 1952. 
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PSYCHIATRIC SYMPTOMS ASSOCIATED WITH LESIONS OF TEMPORAL LOBE 


Donald W. Mulder, M.D. 


and 


David Daly, M.D., Rochester, Minn. 


Psychiatric symptoms are encountered frequently as 
presenting complaints in patients who have diseases of 
the temporal lobe of the cerebrum. The differentiation 
of these symptoms from those related to emotional dis- 
ease is often difficult and seldom is made early. 

One of the earliest reports describing these psychic 
phenomena is that of an English physician who, writing 
under the pseudonym Quaerens,' in 1870, described the 
unusual psychic phenomenon he had observed in himself 
for some time prior to the onset of convulsive seizures. 
He wrote, “It (that is the Psychic Phenomenon) prob- 
ably ought to be regarded as showing disturbance of 
brain function; and that, perhaps, its recognition and 
removal might sometimes prevent the development of 
a more important disorder. Secondly, that inquiry in 
cases of epilepsy may detect a something of this sort, put 
aside as not being of sufficient consequence to speak of; 
and yet in truth being a minimized form of petit mal 
warning to precautions against a larger seizure.” 

Hughlings-Jackson,’ in an article published in 1888, 
reviewed his notes concerning 50 patients who had epi- 
lepsy, including Quaerens, all of whom had what he 
described as “intellectual aurae” or “dreamy states.” In 
a footnote, Hughlings-Jackson noted that a patient with 
a tumor of the right “temporosphenoidal lobe” also had 
experienced dreamy states. More recently, Penfield and 
his associates,* in a series of brilliantly controlled experi- 
mental studies and observations, described the important 
role that the temporal lobe plays in psychic phenomena. 
Gibbs and his co-workers‘ have studied the electro- 
encephalographic localization of these psychic phe- 
nomena and have been particularly impressed with the 
association of psychiatric symptoms and focal electric 
discharges in the anterior part of the temporal lobe. Gibbs 
has suggested recently that, “The major psychiatric 
syndromes are commonly due to pathologic physiologic 
involvement of temporal lobe structures in a type of dis- 
order, which although found in association with psy- 
chomotor epilepsy, is not temporally associated with 
electroencephalographic abnormality.” An extended re- 
view of this subject was recently made by Cobb.* 

In this paper we will discuss a study of 100 noninsti- 
tutionalized patients who had lesions of the temporal 
lobe and whose presenting complaints were usually 
thought to be psychiatric. This is a report on the psychi- 
atric symptoms manifested by these patients. All of them 
were studied during the past three years by the authors. 
The series includes 48 women and 52 men, ranging in 
age from 11 to 67 years, whose symptoms varied in dura- 
tion from | week to 41 years. 


METHODS OF DIAGNOSIS 
The lesions were localized on the basis of a complete 
examination and included 24 tumors in the temporal 
lobe of the cerebrum, 23 atrophic lesions of the temporal 


lobe, and 53 lesions of the temporal lobe in which the 
underlying pathological process was obscure. Studies in- 
cluded electroencephalograms in 98 patients. A focus 
of abnormal activity in one temporal lobe was found in 
65 patients. In 38 patients, the abnormal discharges were 
random, irregular, slow waves of the delta type. In 23 
patients, slow, spiking waves were present, and in 4 there 
were rhythmic theta discharges varying from 4 to 7 cycles 
per second. Abnormal electric activity in both temporal 
lobes was observed in 10 patients. In four patients, this 
consisted of delta discharges. In two patients, independ- 
ently firing foci of slow spikes were noted, and theta 
rhythms were present in four. Diffusely abnormal electro- 
encephalographic tracings were seen in seven patients, 
and in all of these the abnormality consisted of theta 
rhythms. Sixteen patients had normal records. 

Roentgenograms of the skull revealed calcified lesions 
in the temporal lobe in five patients. Abnormalities in 
the visual field suggestive of a lesion in the temporal lobe 
were reported in 15 patients. Ventriculograms, pneumo- 
encephalograms, and arteriograms were performed on a 
total of 36 patients and these examinations revealed 
localized pathological changes in the temporal lobe in 15 
instances. Necropsy in 2 patients and surgical interven- 
tion in 20 patients revealed lesions of the temporal lobe. 
In one patient, no signs that would have confirmed the 
presence of disease of the temporal lobe were found, 
and the diagnosis was made on the basis of the history 
alone. 

Psychiatric manifestations were prominent in all the 
patients studied. We excluded from this study those pa- 
tients in whom aphasia was a prominent part of the 
syndrome and all patients in whom generalized increased 
intracranial pressure or diffuse cerebral damage caused 
a mental blurring and dullness that obscured the specific 
phenomena of disease of the temporal lobe. The psychi- 
atric manifestations included in this series were studied 
with the aid of psychiatric interviews. Psychological test- 
ing was done in 18 cases, and, when possible, careful 
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inquiry of family and friends was made in an attempt 
to evaluate the patient’s total adjustment to his or her 
environment. 


TYPES OF PSYCHIATRIC SYMPTOMS 


The psychiatric manifestations that we have observed 
in this series of 100 patients have been divided into 
symptoms occurring paroxysmally and symptoms occur- 
ring nonparoxysmally. The latter appeared to be a re- 
sponse of the total organism to defective functioning of a 
special kind. Ninety-five of our patients had paroxysmal 
symptoms that apparently were specific for the temporal 
lobe. 

Paroxysmal Symptomis.—In classifying the paroxys- 
mal disorders, we have followed in general the classifica- 
tion of Penfield and Kristiansen *” and have listed the 
paroxysmal psychiatric manifestations such as hallucina- 
tions, perceptual illusions, disturbances of emotion or 
mood, and automatisms. Fifty types of hallucinatory 
phenomena were described by 45 patients; these phe- 
nomena consisted either of crude hallucinations of smell, 
taste, or sound or more complex hallucinations involving 
vision and hearing. Olfactory hallucinatory phenomena 
were described by 16 patients either as prodromes of a 
spell or as a portion of the attacks. This awareness of 
odors occurred either alone or with other paroxysmal 
manifestations and, occasionally, as an aura of an epi- 
sode of grand mal. The odors usually were described as 
unpleasant, and the patient used such terms as “fusel oil” 
or “unbearable stench” to describe them. Hallucinations 
of taste, usually disagreeable, occurred less often (eight 
patients) than did odors, although, frequently, the two 
occured either simultaneously or at different times in the 
same patient. 

Nine patients described various auditory phenomena. 
In two of them, the sound was described as “loud bells” 
or as a “ringing” or “buzzing” noise. In seven patients, 
the phenomena were far more complex and frequently 
were associated with visual phenomena or disturbances 
of mood. 

REPORT OF CASES 

Case 1.—A 40-year-old man was observed during the fol- 
lowing episode. As the spell began, the patient leaned to the 
left, and the right side of his face was pulled up, and the right 
eyelid twitched. The right side of his face was flushed. He con- 
tinually swallowed and licked his lips. He responded briefly in 
a catchy voice to all spoken questions. His right arm was ex- 
tended, and the hand was half clenched; he slouched down in 
his chair and straightened out his right leg as if to make it more 
comfortable. No ocular movements were noted. This phase lasted 
for 20 to 30 seconds. About 60 to 90 seconds later, two fleet- 
ing right-sided grimaces were noted. He stated that these were 
involuntary and were caused by two sharp shocking pains. After 
the episode, he related that he had heard music “like angel voices 
singing” during the spell. It is interesting to note that, because 
of his insistence on describing the voices, he previously had been 
thought to have a psychiatric condition. Operation revealed a 


tumor in the middle convolution of the temporal lobe on the 
left side. 


6. Gowers, W. R.: Epilepsy and Other Chronic Convulsive Diseases: 
Their Causes, Symptoms and Treatment, New York, William Wood and 
Company, 1881, p. 49. 
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Visual phenomena were reported by 18 patients. These 
frequently were described as reminiscences or complex 
memories, which were sometimes associated with au- 
ditory phenomena. A patient of Hughlings-Jackson * 
pointed out that, “In the abnormal state the recollection 
is much more instantaneous, much more absorbing, more 
vivid and for the moment more satisfactory than an ordi- 
nary memory.” Frequently, the patient is able to perceive 
simultaneously both his hallucination and his present 
environment. Hughlings-Jackson has called this “a sort 
of mental diplopia.” The content of the scene may be 
made up of previous experiences of the person. 

CasE 2.—A 44-year-old man suffered a gunshot, wound 
through the right temporal lobe. He had experienced his first 
attack while picking potatoes with his brother and brother-in- 
law. During the episode he felt dizzy as he stooped over, but 
he did not fall. He then stared in a daze for several seconds 
but continued to work. After this, he had spells of which even 
his wife was not aware, in which he had dizziness, associating 
with it a vivid, still-life, silent version of the potato patch in 
which the first spell occurred. This scene was exceptionally vivid 


and complete and lasted for a few seconds. After several years, 
these episodes were followed by generalized convulsions. 


Perceptual illusions occurred in 37 of our patients. 
Seven of them described classical déja vu phenomena, 
which apparently are rather universal in their occurrence 
and perhaps are described best by Dickens in his novel, 
“David Copperfield”: “We have all some experience of 
a feeling which comes over us occasionally of what we 
are saying and doing having been said or done before, in 
a remote time—of our having been surrounded, dim ages 
ago, by the same faces, objects and circumstances—of 
our knowing perfectly well what will be said next, as if 
we suddenly remembered it!” As Quaerens' noted in 
1870, this phenomenon may occur as evidence of a focal 
epileptic discharge, and in our patients it was either a 
prodrome or a portion of a focal epileptic discharge. 
Although true déja vu phenomena were noted by only 
seven of these patients, the remainder described other 
unusual feelings, such as loneliness, strangeness, or, oc- 
casionally, dreamy states. Other investigators have de- 
scribed micropsia or macropsia, and one of our patients 
complained that at the time of her episodes everything 
seemed much smaller. 

Closely allied to this disturbance of perception are dis- 
turbances of mood or affect. Fifteen patients mentioned 
spontaneously that during the attack their affect was 
markedly changed. By this disturbance in affect we do 
not mean the changes of mood that occur as reactions to 
the attack or to the lesion but rather the affect that comes 
by itself as a part of the attack. Other writers have 
stressed the emotion of fear. Gowers ° stated that in all 
his patients the emotional aura took the form of fear, 
vague alarm, or intense terror. In 10 of our patients, the 
feeling was described variously as dread, terror, or in- 
tense, overwhelming fear, and by one patient the dis- 
turbance was interpreted as a feeling of anger. The re- 
mainder of these patients described a feeling of well-being 
that appeared abruptly in association with their at- 
tacks. 
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Case 3.—A 53-year-old barber suffered attacks since the age 
of 15 years. He would suddenly feel as if he had no worries, 
as if everything was going well. In his words he “felt wonder- 
ful.” This feeling lasted for 10 or 20 seconds and was succeeded 
by a rotten taste that was sudden in onset and that lasted to a 
lesser degree for the remainder of the day. Immediately after 
this brief euphoria, there was a feeling of “I wish I didn’t have 
to work—I wish I didn’t have to live.” This feeling he summed 
up as “rotten.” He sweated, coughed hard, and had trouble con- 
trolling flatus. This all lasted another 10 to 15 seconds. The 
entire attack lasted about half a minute. These attacks occurred 
in clusters of two to three per day for two days, and the attacks 
eccurred at intervals of six weeks to three months. In March, 
1951, following one of these episodes, he had a generalized 
convulsion. 

Case 4.—A 23-year-old woman had experienced seizures since 
the age of 14 years. She was observed in a typical attack. Im- 
mediately before the attack she was somewhat sullen, withdrawn, 
and hostile. As the attack began, she described a pleasant “butter- 
fly” feeling in her stomach. She turned her head to the right, 
appeared blank for a moment, and dropped her handkerchief. 
Chewing movements began almost immediately and continued 
throughout the attack. She was euphoric, talkative, and pleasant. 
When asked how she felt, she replied, “wonderful.” She made 
somewhat purposeless movements with her hands, pointed to 
the right lower quadrant of her visual fields, and spoke of a 
small statue she saw standing there. She returned to conscious- 
ness rather abruptly, was somewhat confused, moody, and sul- 
len, and had no memory of the attack. The patient’s mother 
reported that this change of mood was typical. A roentgeno- 
gram of the head revealed a calcified lesion deep in the right 
temporal region. 


Automatisms occurred in 48 of our patients. These 
phenomena may best be described as a carrying out of 
automatic activity while in a state of impaired conscious- 
ness, so that the patient is unable to make new decisions 
and is no longer open to reason. He may continue to 
drive his car and to carry out activities at an automatic 
level. These automatisms may occasion the patient con- 
siderable embarrassment. One patient, following an at- 
tack, found himself wandering in a strange apartment. 
Frequently, during an automatism, the patient may void 
and show no concern for the usual social conventions. 
States of furor have been described with automatisms, 
and two of our patients had episodes in which they were 
destructive, broke furniture, and were assaultive during 
what appeared to be periods of automatisms. 

Autonomic disturbances are frequently concomitant 
with paroxysmal disorders. This was observed in 54 pa- 
tients in our series. They included such visceral phe- 
nomena as a rising feeling of warmth in the abdomen, 
nausea, vomiting, borborygmi, or defecation. Evidences 
of vasomotor disturbances, such as sweating, pallor, or 
flushing, also were common. 

Generalized convulsions were reported in 48 of these 
patients and occurred in the individual patient from one 
to many times. The convulsive episodes were frequently 
the reason the patient came to the physician. Careful 
observation revealed that chewing movements or random 
motor movements in the arms or legs were associated 
with many of the minor episodés. The patient frequently 
did not report this association. 

Nonparoxysmal Symptoms.—Psychiatric disturbances 
that were nonparoxysmal in character were observed in 
62 patients. Associated paroxysmal episodes were noted 
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in all but five of these patients. The relation of these 
symptoms to the lesion of the temporal lobe was difficult 
to evaluate. The symptoms varied from mild anxiety to 
disturbances that were classified as psychotic in four 
patients. We have somewhat arbitrarily divided the 
symptoms manifested into three major groups: (1) 
anxiety states, (2) reactive depression, and (3) schizoid 
disorders. 


The most common symptom was anxiety, which was 
present in 36 patients and was evidenced as irritability, 
insomnia, somatic manifestations, rage, and, occasion- 
ally, by an almost complete dissociation of personality. 
The anxieties seemed to be related to concern over loss 
of function. Patients complained frequently of impair- 
ment before either the clinical examination or psycho- 
logical testing demonstrated organic impairment. The 
distortion of perception and loss of consciousness occa- 
sioned by the frequently associated convulsive disorder 
caused great anxiety in many patients. The amount of 
anxiety evidenced apparently was related intimately to 
the previous experience and adjustment of the patient. 
To some patients, the previously described dreamy states 
or hallucinations were panic producing events that they 
refused to discuss for fear they would be thought insane. 


Depression was the most prominent symptom evi- 
denced by 16 patients. The differentiation from anxiety 
was one of degree, and the mechanisms of formation of 
the symptoms appeared to be much the same. 


Cas—E 5.—A 45-year-old man had received a blow from a 
hatchet in the center of the forehead at the age of 11 years. He 
had experienced a residual left homonymous hemianopsia, but, 
in spite of this, he had made a good adjustment. In September, 
1948, he first had noted episodes of disturbed consciousness. 
These episodes would begin with a “funny feeling in the head,” 
after which a tingling in the nose was noted as if there were 
some “powerful acid fumes” present, although this apparently 
was not an odor. He then became unconscious for one or two 
minutes and on regaining consciousness was confused as to 
time and place. During the spell, he made mastricatory move- 
ments for 30 seconds and would rotate one forearm and hand 
and then the other in a circular motion. Frequently, he repeated 
some little verse or ditty he had learned early in life. He then 
coughed once or twice and regained consciousness. During the 
episode, his eyes remained open. He never had experienced a 
generalized convulsive seizure and frequently was not aware of 
the attacks. During the attack, he might continue to walk or 
drive and was frequently embarrassed by his activities. The 
attacks usually lasted from two to five minutes, but, on a few 
occasions, his period of disturbed consciousness lasted as long 
as five or six hours. When he regained conciousness, he was 
lost, did not know what day it was, where he was, or what he 
had been d6ing. 


Since the onset of the attacks, the patient found it increas- 
ingly difficult to hold a gainful position. Recently, he had been 
a real-estate salesman and had found that it was almost impos- 
sible for him to continue with his work because of the episodes 
of confusion that might come on without warning while he was 
with a client, who, not understanding the situation, would fre- 
quently leave or be insulted by the actions and attitudes of the 
patient. At the time of our examination, the patient was de- 
pressed and talked of suicide. Results of the neurological ex- 
amination disclosed nothing abnormal except for a complete left 
homonymous hemianopsia. An electroencephalogram revealed 
a focus of delta activity in the sylvian area on the right. A re- 
view of the ventriculogram made elsewhere revealed atrophy 
in the right temporal region. Psychological tests, including the 
Rorschach and the Bender Gestalt, suggested that the patient 
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had some reduction in function. He was dissatisfied with his 
responses, made many inadequate attempts to improve their 
quality, and, in general, demonstrated great insecurity and 
anxiety over his performance in the tests. 


The patients we have classified as schizoid include 20 
persons. They all had great difficulty in making adequate 
social adjustments and were regarded as queer or unusual 
by those who were acquainted with them. Their clinical 
diagnosis was schizophrenia or character neurosis. The 
clinician frequently pointed out that these patients could 
not be classified adequately. In a few instances, their 
maladaptation had led them into serious trouble, but in 
the great majority of cases, the patient had made a fringe 
adjustment and was regarded as a queer but useful mem- 
ber of society by his casual acquaintances. The symptoms 
had been present in most instances for many years and 
in no instance were they secondary to brain tumor. Two 
of the patients had noted definite increase of symptoms 
when their convulsive episodes were controlled. Sixteen 
had had convulsive attacks that were controlled, follow- 
ing which no increase in the disturbance of their person- 
ality occurred. 

COMMENT 

The presence of these symptoms caused by lesions in 
the temporal lobe is of both therapeutic and theoretical 
importance. The early differentiation of these phenomena 
from the similar symptoms found in emotional disorders 
is of the greatest importance for the adequate medical or 
surgical treatment of these patients. The symptoms evi- 
denced in these patients who had lesions of the temporal 
lobe were either related specifically to a discharging focus 
in the temporal lobe or apparently were a response of the 
total personality to impairment of cerebral function. In 
the former instance, the symptoms appeared to be specific 
for lesions of the temporal lobe and included hallucina- 
tory phenomena, perceptual illusions, disturbances of 
mood, and automatisms. On superficial examination, 
these symptoms appeared similar to phenomena observed 
in many emotional disorders. More careful observation 
revealed that these phenomena were paroxysmal in char- 
acter and were often associated with motor movements, 
particularly chewing, or were followed more infrequently 
by generalized convulsions. They also were associated 
frequently with autonomic disturbances. The episodes 
tended to be stereotyped and invariably were associated 
with some alteration of consciousness, although the pa- 
tient often was not aware of the latter phenomenon. 

The hallucinatory phenomena were unusually vivid 
and complete, and, although these attacks might have 
been precipitated by tension, the content of the halluci- 
nation did not seem related to the present emotional 
problems of the patient. Frequently, the patient described 
the sensation of viewing vivid past experiences while 
retaining awareness of the present. 

The nonconvulsive psychiatric symptoms appeared to 
be less specific for disease of the temporal lobe. The 
differentiation of these symptoms could be made only by 
the recognition of associated phenomena indicative of 
lesions of the temporal lobe. Anxiety and depression 
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were common and apparently were related to an aware- 
ness of defective functioning. This awareness often ante- 
dated our ability to measure it by means of psychological 
testing. 

A more interesting group of patients are those who 
had difficulties in relation to other persons. We have 
classified them as schizoid. The mechanism of their symp- 
toms is less clear. As a rule, the symptoms of these pa- 
tients began early in life. It is possible that the presence 
of a lesion in the temporal lobe during the period in 
which personality develops may so interfere with percep- 
tion that an inadequate or unusual personality develops. 
These patients, although regarded as eccentric by their 
neighbors, were not uniformly antisocial, and in only 
two instances could they be classified as psychotic. 


SUMMARY 

One hundred noninstitut:onalized patients who had 
lesions in the temporal lobe of the cerebrum and whose 
presenting complaints were psychiatric in nature were 
studied. It is evident from this study and from others that 
hallucinations, perceptual illusions, automatisms, and 
disturbances of affect may be manifestations of paroxys- 
mal discharge in the temporal lobe. Nonparoxysmal psy- 
chic symptoms, such as anxiety, depression, and schizoid 
behavior may be associated with evidence of disease of 
the temporal lobe. Although many of these symptoms are 
similar to those seen in the so-called functional disorders, 
the relationship of disease of the temporal lobe to the 
psychoses is uncertain. In this series, psychiatric symp- 
toms were universal, yet only four patients could be clas- 
sified as psychotic. 

The psychiatric symptoms manifested by these pa- 
tients were distinguished by their paroxysmal occurrence, 
by their inappropriateness to the total situation, and by 
the association of other symptoms and findings suggestive 
of lesions in the temporal lobe. 


Genetic Aspects of X-Ray Exposures.—Irradiation of the 
human testicle or ovary unquestionably carries the risk of in- 
creasing the mutation rate in the germinal tissue, but it is not 
genetically reasonable to expect that the resulting damage will 
be revealed by gross anatomic defects in the immediate prog- 
eny. Unfortunately, however, many people—including some 
physicians—do not understand the point and assume that if no 
monsters are produced no damage has been done. Qualified 
geneticists point out that even in the immediate descendants 
of the survivors of the Hiroshima bomb no visible damage is 
likely to be found. Unquestionably the germ cells of these sur- 
vivors have been damaged and the gene mutations caused by 
that damage wili take their toll for generations to come, but 
that toll will be demonstrable only with the passage of time and 
the application of careful analysis to great masses of data. 

It is genetically clear that if the gonads of fertile humans must 
be given therapeutic doses of radiation the patients thus irradi- 
ated should be sterilized. But this is not generally done and, on 
the contrary, there are physicians who advocate “stimulating” 
doses to the ovary or the temporary sterilization of males for 
whom incontinence is distasteful and immediate fatherhood in- 
convenient. In fatuous defense of such outrageous practices, 
these physicians point out that among the offspring eventually 
born to such irradiated patients no monsters and no legless 
or armless children have been found.—Paul C. Hodges, M.D., 
The Cumulative Effects of X-Ray Exposures, Postgraduate 
Medicine, August, 1952. 
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Occasionally it becomes desirable to develop a new 
outlet for urinary drainage. The indications for such an 
operation are not numerous but have been increasing in 
scope with our ability to perform successfully more ex- 
tensive and radical surgical resections. Currently the most 
commonly used procedure is ureterosigmoidal anastomo- 
sis; however, the incidence of obstruction and ascending 
infection among adults is high with this procedure, and 
at best it has not proved to be ideal. Surgeons have made 
numerous attempts in the past to create an artificial 
substitute for the bladder, hoping thereby to overcome 
difficulties inherent in the transplantation of the ureters 
to the bowel, which is left in continuity. Gilchrist de- 
scribed a procedure in which the terminal ileum and 
ascending colon were isolated and the ileocecal valve was 
utilized as a sphincter mechanism.' This report reviews 
the subject of substitutes for the urinary bladder and 
describes our experiences with five patients, all with car- 
cinoma of the bladder, in which the operation proposed 
by Gilchrist was carried out. 

Attempts to divert the urinary stream from a diseased 
bladder are not new. The first report of such an experi- 
mental and clinical procedure is said to have been that 
of John Simon in 1852.* Following experimental studies 
in dogs, he attempted clinically to divert the urine through 
a fistulous tract from an exstrophied bladder to the 
rectum. The procedure was performed in two patients, 
both of whom died, one of peritonitis and the other of 
multiple urinary calculi developing one year after the 
operation.* In 1878 Thomas Smith tried a direct ureteral 
transplant into the bowel.‘ Numerous other attempts 
have subsequently been made to transplant the ureters 
to the bowel so that the urine might be diverted for 
evacuation with the feces. The mobility of the sigmoid, 
which facilitates ease in anastomosis, and the results 
from past experience have encouraged transplantation of 
the ureters into the sigmoid.° 

It has been observed that the inherent difficulties as- 
sociated with ureterointestinal transplants are due to 
strictures at the point of the anastomosis and to ascending 
urinary tract infection. The end result, when such a com- 
plication occurs, is a hydronephrosis and hydroureter 
with pyelonephritis. Many surgeons have believed that 
the reason for this particular complication resided in the 
nature of the anastomosis employed between the ureters 
and the bowel.* Numerous attempts have been made to 
establish a valvelike mechanism at the site of the anasto- 
mosis for the purpose of preventing a reflux of the 
intestinal contents into the ureter.’ It would appear that 
these attempts have not been successful in preventing 
the occurrence of an ascending infection.** On a purely 
theoretical basis this might be anticipated, because any 
obstruction at all to the flow of urine from the renal pelvis 
would increase the chance of infection. It has long been 
<nown that obstruction to the drainage of a hollow viscus 
inywhere in the body predisposes to infection. It would 


seem logical to conclude, therefore, that the success of 
diversional urinary tract drainage might well be depend- 
ent on the formation of an artificial vesicle that could be 
completely emptied at periodic intervals and that would 
not be constantly contaminated by the presence of fecal 
material. Such an organ must also be distensible and, 
for the convenience of the patient, must not leak. The 
most nearly ideal substitute would seem to be an isolated 
segment of the bowel. 


Appendec aN 


Fig. 1.—The Gilchrist operation, illustrating segment of colon utilized 
in this procedure and distribution of blood supply for the segment to be 
isolated. 


Many experimental and clinical attempts have been 
made with this aim in mind. The earliest was reported in 
1888 by Tizzoni and Foggi,* who isolated a segment of 
ileum, closed one end, and sutured the other end to the 
neck of the bladder. They later implanted the ureters 
into this pouch. As a result, sphincteric control was 
established and allowed to remain with the normal vesical 
sphincter. In 1943 Bisgard performed a similar procedure 
experimentally in dogs but utilized the sigmoid as the 
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vesical pouch.” In 1948 Rubin performed essentially the 
same operation as had Bisgard and reported similar 
success in animals.'° Clinically it is seldom possible in 
neoplastic diseases to extirpate the bladder in such a 
fashion as to allow conservation of the sphincter. In con- 
sequence, there are grave limitations to the use of this 
operative procedure in man. This is particularly true with 
regard to tumors either intrinsic to the bladder or ex- 
trinsic to and invading bladder wall. Such tumors have 
frequently involved the trigone and require a more exten- 
sive operative procedure.'' This means that total cystec- 
tomy is a prerequisite to any anticipated cure. Instances 
in which it is unnecessary to extirpate the bladder com- 
nletely will usually permit resuture of the defect, and thus 
a normal vesicle segment will remain and function 
satisfactorily. 

The essential problem, therefore, in the creation of a 
substitute bladder is almost entirely dependent on our 


(See inset) 


Fig. 2.—The Gilchrist operation. The right side of the colon and 
terminal segment of the ileum are isolated. The distal end of the 
transected ileum is exteriorized to serve as a urethra. The ureters are 
transplanted into the isolated colon. Intestinal continuity is reestablished 
by ileotransverse colostomy. 


ability to create an adequate sphincteric mechanism. In 
1908 Verhoogan attempted to form a substitute urinary 
reservoir '* by using the ileocecal region with the appen- 
dix as a urethra, hoping thereby to make use of the 
muscular activity of the abdominal wall to help control 
leakage. Numerous modifications of this procedure have 
been utilized since. The most recent effort in this regard 
was that of Bricker and Eiseman,'* who, in 1950, re- 
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ported two cases, in one of which the terminal segment 
of the ileum and cecum were utilized for a pouch. The 
ureters were transplanted into the ileal segment, and a 
cecostomy was formed through which a catheter could 
be passed for evacuation of the newly formed vesicle. In 
a second patient Bricker transplanted the ureters to the 
cecal segment, exteriorizing the proximal end of the ileal 
segment of the pouch. No attempt was made to establish 
continence at the ileocecal valve. In the same year, Gil- 
christ conceived, for the first time, the employment of the 
ileocecal valve as a sphincteric mechanism for an arti- 
ficial bladder.' The procedure involved isolation of the 


ascending colon, cecum, and terminal ileum, with the 


blood supply intact (fig. 1). The distal end of the tran- 
sected ileum was brought out through a stab wound in 
the right lower quadrant, and the proximal end of the 
transected colon was closed. Both ureters were then 
implanted into this segment of bowel. Intestinal con- 
tinuity was reestablished by ileotransverse colostomy 
(fig. 2). The ileocecal valve apparently remained com- 
petent until distention of the cecum reached such a point 
that it could no longer compensate for the increased large 
bowel pressure. It was also felt that the terminal segment 
of the ileum, having certain absorptive properties, could 
help prevent leakage of urine to the outside as well as 
serve as a fistulous tract through which a catheter could 
be placed to drain the urine previously diverted to the 
cecum and ascending colon. Experimental and clinical 
experience proved that these postulations were correct. 

During the past year we have utilized this particular 
procedure, as described by Gilchrist, on five patients, 
each of whom had an infiltrative carcinoma of the 
bladder. Two of these patients had inoperable lesions, 
and the procedure was done for palliation. In three in- 
stances the operation was performed, together with total 
cystectomy, in the hope of effecting a complete cure of 
the patient’s malignant process. We had one operative 
death. The follow-up results of the four patients who 
survived are of extreme interest, and we feel that these 
cases are worthy of some individual comment. 


REPORT OF CASES 


Case 1.—A man aged 72 years was admitted to Denver Gen- 
eral Hospital because of frequency of urination, dysuria, hema- 
turia, and some inability to control the urinary stream. He had 
lost 26 Ib. (11.8 kg.) of weight in the two months prior to ad- 
mission. Examination revealed generalized arteriosclerosis with 
hypertensive cardiovascular disease. The left lobe of the prostate 
was larger than the right, but there was no gross evidence of 
malignant disease in this organ. Cystoscopic examination re- 
vealed an infiltrating tumor extending over the left side of the 
bladder wall and into the bladder neck. The left ureteral orifice 
was involved in the process. Pathological study of a biopsy speci- 
men revealed a transitional cell carcinoma of the bladder. A 
retrograde pyelogram showed a marked hydroureter on the left. 
It was felt that the tumor was localized to the bladder and that 
resection of the bladder with the formation of an artificial vesicle 
might offer some chance of cure for this patient. 

On Sept. 22, 1950, a substitute bladder was constructed after 
the method described by Gilchrist and both ureters were im- 
planted into this newly formed vesicle. There was a pronounced 
hydroureter on the left side, and it was felt that in all proba- 
bility the kidney function, which was already greatly impaired, 
would not return. Because the right ureter appeared normal, 
a total cystectomy was performed. The malignant process had 
invaded to the left lateral pelvic wall, and excision of the dis- 
eased tissue proved very difficult. This was accomplished by re- 
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moving the tumor mass, bladder, and prostate along with the 
lymph-bearing areas. After operation the patient fared badly and 
failed to pass more than 50 to 100 cc. of urine per day. By the 
third postoperative day his nonprotein nitrogen level had risen 
to 81 mg. per 100 gm., while at the same time his blood pres- 
sure fell to 80/40 mm. Hg. The patient became cyanotic, and 
large quantities of thick mucus were obtained from the tracheo- 
bronchial tree by aspiration. His temperature rose, and he failed 
to rally to supportive therapy. Autopsy revealed extensive bron- 
chopneumonia. The left kidney was markedly hydronephrotic, 
with only a shell of badly scarred kidney parenchyma remain- 
ing. There was no evidence that any tumor tissue had been left 
at the operative site. 

Comment.—This patient represented the only death in five 
cases. It was felt we used poor judgment in attempting to remove 
his bladder at the same time that the artificial vesicle was con- 
structed and the ureteral transplants performed, particularly 
since he also had a very badly damaged left kidney. 


Case 2.—A man aged 54 years was first admitted to Denver 
General Hospital in August, 1949, with the complaint of hema- 
turia and dysuria intermittently since early in that year. At 
cystoscopic examination numerous clots were evacuated from 
the bladder, and histopathological study of a biopsy specimen 
of the bladder mucosa confirmed the clinical impression of 
chronic cystitis. Approximately six weeks later the patient was 
readmitted with the same complaint. On this occasion a trans- 
urethral resection of the bladder neck again revealed the diag- 
nosis of chronic cystitis. Several subsequent admissions for the 
same difficulty revealed no change in the pathological picture. 
In May, 1950, the patient was again admitted, this time com- 
plaining also of a mass in the left lower quadrant, just above 
the left inguinal ligament. A complete urological study again 
failed to reveal any evidence of malignant disease within the 
urinary tract. Since barium enema revealed no intrinsic bowel 
lesion, it was the radiologist’s impression that the mass was in 
the retroperitoneal tiggues. On June 16, 1950, at exploratory 
laparotomy, a fairly well encapsulated mass was removed from 
the retroperitoneal area on the left side of the pelvis. A patho- 
logical diagnosis of transitional cell metastatic carcinoma was 
reported, and the patient was discharged. He returned in July 
of 1950, at which time cystoscopic examination revealed mul- 
tiple cysts that appeared well circumscribed and were located 
in the bladder neck. A biopsy specimen from this area revealed, 
for the first time, transitional cell carcinoma of the bladder. On 
Sept. 23, 1950, the patient again returned to the hospital because 
of frequency, hematuria, and dysuria. He showed at this ad- 
mission evidence of a metastasis to the left ischium. 

On the basis of the patient’s chief complaint, the problem 
of construction of an artificial bladder was discussed, and he 
consented to the procedure. The patient’s postoperative course 
was uneventful. Symptomatically, he showed pronounced im- 
provement. After his recovery from the operative procedure, 
intensive deep x-ray therapy was given to the bladder area. Sub- 
sequently, the patient had a rather severe irradiation sickness, 
requiring readmission to the hospital on one occasion for this 
complaint. On Dec. 30, 1950, the patient was readmitted to the 
hospital because of chills, fever, malaise, and left costovertebral 
angle tenderness. Intravenous pyelograms showed some dilata- 
tion of the pelvis of the left kidney. He was given 3,4-dimethyl- 
5-sulfanilamido-isoxazole (gantrisin®) and aureomycin and 
showed rapid improvement. The patient had two subsequent ad- 
missions to the hospital, and at the date of this writing the left 
kidney was nonfunctioning. He had no complaints, however, 
although the primary lesion and the pelvic metastases did not re- 
spond significantly to deep x-ray therapy. 

Comment.—This patient’s condition was considerably im- 
proved as a result of the operative procedure described. His 
chief complaint of hematuria and dysuria was completely alle- 
viated over a nine month period. It was also possible to give 
intensive deep x-ray therapy to an inoperable lesion of the 
bladder without the symptoms inherent in this procedure when 
the urine is being emptied into the diseased organ. The eventual 
development of a stricture in the left ureter, with impaired func- 
tion of that kidney, was not remarkable in view of the fact that 
this ureter had previously been considerably distorted by the 
retroperitoneal metastasis and, at the time of the second opera- 
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tion, had been extremely difficult to locate. In fact, it had been 
necessary to identify the ureter at the ureteropelvic junction and 
mobilize it along its course through very dense scar tissue to 
the site at which anastomosis to the newly formed bladder 
could be undertaken. It was inevitable that the blood supply to 
the ureter would be very severely damaged by this procedure. 
It can be said, however, that in spite of a hopeless situation this 
patient was given several months ef comfortable living as a 
result of the operation. It is also to be noted that there was no 
postoperative leakage from the artificial bladder formed and 
he was able to get along satisfactorily with catheterization about 
once every four hours. 


CasE 3.—A man aged 67 years was admitted to Colorado 
General Hospital Jan. 19, 1951, with a one year history of 
hematuria, dysuria, urgency, and increasing difficulty in con- 
trolling the urinary stream. In April of 1950 he had had a 
“papilloma or polyp” of the bladder fulgurated by his local phy- 
sician. Subsequently, the patient had refused any further therapy. 
Physical examination revealed a small, tender suprapubic mass 
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Fig. 3.—Postoperative intravenous pyelogram of patient in case 3 
reveals normal renal function and decrease in degree of hydronephrosis 
in left kidney. 


slightly to the right of the midline. Cystoscopic study disclosed 
a broad, infiltrating tumor on the lateral wall of the bladder, 
but it did not appear to involve the ureteral orifices. Portions 
of this tumor were removed with the resectoscope, and the diag- 
nosis of transitional cell carcinoma of the bladder was made. 
On Feb. 7, 1951, an artificial vesicle was constructed in the 
manner described by Gilchrist. The patient’s postoperative course 
was uneventful, and control of the urine was readily estab- 
lished. On Feb. 26, 1951, the urinary bladder and lymph-bear- 
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ing areas were removed uneventfully. Before his discharge from 
the hospital an intravenous pyelogram (fig. 3) revealed good 
renal function bilaterally without any evidence of recurrence of 
the tumor and without any complications resulting from the 
formation of an artificial vesicle. The patient required catheteri- 
zation only every four to six hours. 


Fig. 4.—Cystogram of patient in case 3 reveals contour of artificial 
bladder and free reflux of dye to left kidney pelvis. 


Comment.—The operation in this instance was done in two 
stages without any. particular difficulty and with the aim of curing 
the patient of his malignant process. It was too early at the time 
of writing to state whether a cure was obtained, but certainly 
the patient was made more comfortable and was relieved of 
his original complaints (fig. 4). In this regard the operation was 
certainly well indicated. 


Case 4.—A man aged 52 years was admitted to the Denver 
Veterans Administration Hospital 14 on May 24, 1950, with a 
history of hematuria of seven weeks’ duration. Previous to the 
onset of the hematuria there had been no symptoms referable 
to the urinary tract. Physical examination was essentially nor- 
mal. Routine laboratory procedures were within normal limits. 
At cystoscopic examination a large infiltrating carcinoma of the 
base of the bladder was observed. A biopsy specimen of this 
lesion showed a squamous cell carcinoma, grade 2 to 3. The left 
renal pelvis and ureter appeared normal in an intravenous 
pyelogram. There was poor excretion of dye and poor visuali- 
zation of the right kidney. A soft tissue mass was discernible in 
that area. On June 19, 1950, an exploratory laparotomy was 
performed to determine the nature of the mass in the right renal 
area and, if feasible, to form a substitute bladder. The mass 
was found to be a right hydronephrosis resulting from a uretero- 
pelvic obstruction. The formation of a cecal bladder and the 
transplantation of the right ureter was done at this. time. On 
July 28, 1950, a left ureterocecostomy and a total cystectomy 
were performed (fig. 5). There was no palpable evidence of 
metastasis. 

Following surgery the patient had an uneventful convales- 
cence. His urinary output was sufficient. His nonprotein nitro- 
gen level, which was 30 mg. per 100 cc., rose to 43.8 mg. per 
100 cc. and then rather promptly fell to 31 mg. per 100 cc. 


14. Dr. Paul Ireland, Chief of Surgical Service, Denver Veterans Ad- 
ministration Hospital, gave permission to include the case material from 
his service. 
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A second intravenous pyelogram, made on Sept. 19, 1950, still 
showed the right hydronephrosis to be unchanged, but the left 
side was within normal limits. A cystogram disclosed the out- 
line of the substitute bladder, with no evidence of ureteral re- 
flux. The patient was readmitted to the hospital on Jan. 26, 1951, 
for a check-up examination. He had no complaints and had 
gained 15 lb. (6.8 kg.) in weight. He had to catheterize his sub- 
stitute bladder every four to six hours, and there was no leakage 
unless he allowed the bladder to become overdistended (fig. 6). 
Laboratory findings were as follows: nonprotein nitrogen level 
34.2 mg. per 100 cc., carbon dioxide combining power 40.4 
vol. %, and urea clearance 76.9% of normal. A chest roent- 
genogram did not show any metastatic lesions. Intravenous 
pyelograms disclosed the right hydronephrosis to be unchanged, 
but there was now an early hydronephrosis on the left side. 

In May, 1951, the patient was again admitted to the hospital 
because of multiple aches and pains with intermittent swelling 
of his thighs. His bladder was functioning satisfactorily. Com- 
plete x-ray examination disclosed an extensive osteoblastic 
metastatic involvement of the entire skeleton (fig. 7). His labora- 
tory findings were still essentially normal, with his nonprotein 
nitrogen level 34.5 mg. per 100 cc. There was, however, some 
reduction of the carbon dioxide combining power, whith was 
now 32.2 vol. %. Intravenous pyelograms still revealed the 
large hydronephrosis on the right, and there was now poor 
visualization of the left side. After this admission, the patient's 
condition gradually worsened, and he died on Sept. 15, 1951, 
three months after operation. Autopsy disclosed both kidneys 
to be hydronephrotic. No evidence of any local recurrence of 
the tumor could be found. 

Comment.—Even though this patient was not cured by opera- 
tion, it is believed that surgery was justified in that he escaped 
the severe pain suffered by untreated patients who are dying 
of carcinoma of the bladder. It is interesting to note that this 
patient died with diffuse bony metastases that did not appear 
until nine months after removal of the local lesion. Death from 
carcinoma of the bladder ordinarily océfrs from renal failure, 
rarely from the latent metastatic manifestations. Observation 


Fig. 5.—Extirpated bladder specimen of patient in case 4 reveals a large 
infiltrating squamous cell carcinoma (grade 2 to 3) invading the trigone. 


of these patients may in the future, therefore, throw some light 
on the spread of bladder tumors. 


Case 5.—A man aged 57 years was admitted to the Veterans 
Administration Hospital on Aug. 7, 1950. His chief complaint 
was painful, frequent urination, with hematuria of one month’s 
duration. General physical examination was essentially normal. 
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and prostatic urethra. Biopsy of the lesions disclosed squamous 
cell carcinoma, grade 2 to 3. Intravenous pyelograms showed 
a normal upper urinary tract. On Sept. 13, 1950, an artificial 
bladder, as decribed by Gilchrist, was formed, and bilateral 
ureteral transplants were done. On Oct. 13, 1950, a total cystec- 
tomy was attempted but was abandoned because the malignant 
process was observed to extend to the pelvic wall. One month 
later the patient began to show evidence of congestive heart 
failure, which eventually caused his death, on Jan. 4, 1951. 
Postmortem examination disclosed some dilatation of the ureters 
and pelvis due to stricture formation at the point of the anasto- 
mosis (fig. 8). 

Comment.—This patient died of an unrelated disease process 
within such a short time after surgery that adequate evaluation 
is difficult. It is to be pointed out, however, that he was relieved 


Fig. 6.—Appearance of ileostomy of patient in case 4. There is no 
skin reaction or leakage from this artificial urethra. 


of lower urinary tract discomfort during this period. Moreover, 
the finding of stricture formation at the site of the anastomoses 
emphasizes again that a major problem to be overcome in 
ureterointestinal transplants is the prevention of partial ob- 
struction. 


COMMENT 

The operation performed on each of these patients has 
been adequately described by Gilchrist. He has pointed 
out the advantage of using that particular segment of the 
ileum in which the ileocolic artery has “an independent 
segmental vascular bed and allows for sufficient mobility 
so that such a bladder may be anastomosed to both 
ureters almost at the kidney pelvis if desired.” Once this 
segment has been mobilized with its mesentery, it is 
possible to place it in almost any position across the 
lower part of the renal pelvis. It is our feeling that the 
most important aspect of locating this particular segment 


Laboratory findings were within normal limits. Cystoscopic ex- 
amination revealed muitiple papillary growths in the bladder 
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has to do with the position of the ileocecal valve. To 
facilitate catheterization it is extremely important that 
the ileocecal valve lie parallel with the abdominal wall 
and that the terminal part of the ileum be perpendicular 
to this point. It may be, therefore, that the terminal seg- 
ment of the ileum can best be brought out through a stab 


Fig. 7.—Skull roentgenogram of patient in case 4, 
osteoblastic metastases evident throughout skeletal system. 


illustrating the 


wound in the right lower quadrant or through a stab 
wound in the left lower quadrant, depending on the 
facility with which this artificial vesicle can be rotated so 
as not to interfere with its blood supply. In any event, the 
colonic segment will rest transversely across the pelvis. 


Fig. 8.—Postmortem specimen of patient in case 5, showing artificial 
bladder with attached ureters and kidneys. 


Hence, with very little mobilization of the ureters and, 
thereby, without disturbing their blood supply, one can 
implant them directly into the cecum. We have not felt 
that the type of ureteral anastomosis is of particular con- 
sequence to this procedure. In fact, we have performed 
several different types of anastomoses, including a 
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mucosa-to-mucosa anastomosis ° and the so-called Cof- 
fey no. | and no. 2.** We feel that the most important 
single factor is the absence of any constricting or ob- 
structing process at the site of the anastomosis. It is our 
belief that no procedure has yet overcome the problem 
of gradual constriction by scar tissue at the site of the 
ureteral anastomosis. Experimental investigation with 
the aim of overcoming this particular difficulty is now 
being carried out. 

Preoperatively our patients are prepared with enteric 
antibiotics. The postoperative care of the artificial vesicle 
is no particular problem. It is our custom to place a Foley 
catheter in the artificial vesicle for five to seven days in 
order to allow complete drainage of the entire urinary 
contents. A mucoid secretion from the terminal part of 
the ileum and colon occasionally causes plugging of the 
catheter in the postoperative period, and it is therefore 
essential that adequate irrigation be performed to prevent 
this possibility. The subsequent care of the artificial 
bladder is extremely important, and patients should not 
go too long without a complete evacuation, as this in- 
creases the chance of ascending infection to the upper 
urinary tract and of intermittent leakage through the 
ileostomy opening. Athough some of our patients have 
found that they need not catheterize themselves oftener 
than every six hours, such a result cannot be achieved 
immediately. 

There are many advantages to the particular type of 
bladder substitute described by Gilchrist. First, the 
chance of ascending infection is considerably lessened. 
We have had only one instance, and this could have been 
caused by other contributing factors. Second, the patient 
is much improved symptomatically in that he no longer 
experiences the frequency and burning of urination and 
the intense pain that is associated with neoplastic lesions 
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of the bladder. Third, the patient’s general physical con- 
dition is improved, even in inoperable lesions, because 
the cessation of irritation to an inflamed or ulcerated 
lesion prevents chronic blood loss. Fourth, the patient is 
not required to wear a bag of the Koenig-Rutzen type, 
which is invariably disagreeable from the standpoint of 
use, appearances, and odor. Fifth, this procedure offers 
an opportunity for cure in those lesions of the urinary 
tract involving the bladder that cannot be resected with- 
out total cystectomy. This particular operation will also 
find a place in the treatment of diseases other than those 
of the urinary bladder that require diversion of the 
urinary stream, such as localized malignant processes of 
the rectum or cervix that have also invaded the bladder 
and that require pelvic evisceration. Further, it may prove 
of value in certain cases of neurogenic incontinence. 


SUMMARY 

A brief review of the subject of substitutes for the 
urinary bladder is given. Five cases are described in 
which the operation proposed by Gilchrist, utilizing the 
ileocecal valve as a sphincteric mechanism, with the 
terminal segment of the ileum as a urethra, was per- 
formed. 

It is felt that the results of these cases warrant further 
trial with this particular operation and that this pro- 
cedure most ideally meets the requirements for a sub- 
stitute for the urinary bladder. 

ADDENDUM 

The patient in case 3 was lost to follow-up four months 
following surgery. We have learned that he has since died, 
apparently with recurrence of his carcinoma. Autopsy 
was not performed, and the immediate cause of death 
could not be determined. 
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INCIDENCE AND CLINICAL SIGNIFICANCE OF TRANSPYLORIC PROLAPSE 
OF GASTRIC MUCOSA 


Emanuel M. Rappaport, M.D., Eugene O. Rappaport, M.D. 


Abe Alper, M.D., Jamaica, N. Y. 


Current literature is replete with accounts of prolapse 
of the gastric mucosa through the pylorus as a cause of 
symptoms; nevertheless, there is still a wide variation of 
opinion regarding its incidence, etiology, and clinical 
significance. Rees ' found only 4 cases in 3,000 examina- 
tions of the upper gastrointestinal tract; Scott ° observed 
14 cases (1.04% ) in 1,346 examinations; while Fergu- 
son * found prolapse of the gastric mucosa in 23 (7.7% ) 
of 297 consecutive patients. 

The pathogenesis of this condition is still unknown. 
The mucosa of the normal stomach is loosely attached to 
the muscularis and is movable over it. However, at 
autopsy Scott * found that this mobility did not permit 


1. Rees, C. E.: Prolapse of the Gastric Mucosa Through the Pylorus: 
Surgical Treatment, Surg., Gynec. & Obst. 64: 689, 1937. 

2. Scott, W. G.: Radiographic Diagnosis of Prolapsed Redundant 
Gastric Mucosa into the Duodenum with Remarks on the Clinical Signifi- 
cance and Treatment, Radiology 46: 547, 1946. 


the mucosa to be drawn through the pylorus into the duo- 
denum. Various explanations for this phenomenon have 
been advanced. Hypertrophic gastritis,! developmental 
anomalies,’ pylorospasm followed by hyperperistalsis,’ 
failure of the normal “stretching mechanism” of the 
mucous membrane during antral peristalsis, and emo- 
tional factors * have been suggested as etiological agents. 
Hypertrophic gastritis was found in the herniated mu- 
cosa of many of the resected specimens, while in others 
the mucosa was normal. 

The symptoms generally ascribed to prolapsing gastric 
mucosa have been of a nonspecific variety. Periodic at- 
tacks of epigastric fullness, burning, aching or cramp-like 
pain with nausea, anorexia, heartburn, weight loss, and 
hemorrhage have been described. Although symptoms 
simulating peptic ulcer have been reported,® Rees ' and 
Norgore and Schuler * emphasized the discomfort pro- 
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duced by the ingestion of food, and Scott * found that 
alkalies failed to influence symptoms. Hemorrhage, either 
massive or occult, has been reported as a complication in 
21 to 28% of various series.* The bleeding was believed 
to emanate from either an ulceration or erosions in the 
herniated mucosa due to repeated trauma by the pyloric 
ring. Melamed and Melamed * reported the presence of 
prolapsing gastric mucosa in patients with cardiac de- 
compensation and regression of the herniation following 
successful dehydration therapy. It was their opinion that 
the gastric symptoms in cardiac failure may result from 
antral edema, causing the gastric folds to prolapse into 
the duodenum. 

Despite the variability of the clinical picture, all the 
above authors emphasize that prolapsing gastric mucosa 
is to be considered an important and frequently over- 
looked cause of gastric symptoms. Thus Scott * did not 
find a single instance of this condition in 200 consecutive 
men who were free of gastrointestinal symptoms, and he 
indicated that its presence is always clinically significant. 
However, in a recent report '° Rappaport, Rappaport, 
and Stanton noted that extrusion of the antral mucosa 
into the duodenum occurred in normal persons, that it 
was an incidental finding associated with many lesions of 
the gastrointestinal tract, and that the symptoms of the 
latter were not significantly altered by the coexisting pro- 
lapse of antral mucosa. Subsequently, Levin and Felson '' 
reported mucosal prolapse in 18 (18% ) of 100 patients 
who were completely free of gastrointestinal symptoms. 

Since the importance of prolapse of the gastric mucosa 
into the duodenum is still controversial, it is our purpose 
in this comunication to report its incidence and clinical 
significance in an unselected series of cases. 


MATERIAL 

This series comprises 1,000 consecutive patients who 
had x-ray studies of the stomach at the office of the senior 
author. Twenty-eight patients had no history of gastro- 
intestinal disorder and were referred for study because of 
anemia, angina, or back pain. One hundred eighteen 
others had no symptoms referable to the stomach but 
were investigated primarily because of diarrhea, consti- 
pation, or lower abdominal complaints. The remaining 
854 patients presented symptoms suggestive of a dis- 
order of the upper digestive tract. In the majority of the 
last group the symptoms were chronic and recurrent, but 
in many the disturbance had consisted of a relatively brief 
episode of dyspepsia or pain. Males comprised 542 of the 
series, while 458 were females. The youngest patient was 
16 years old and the oldest 86. 


RADIOLOGICAL CRITERIA 

Since the symptoms and physical findings are indefi- 
nite, prolapse of the gastric mucosa is essentially an x-ray 
diagnosis. It is characterized by a mushroom or umbrella- 
shaped defect of the base of the duodenal bulb, with lob- 
ulation caused by the antral folds. As has been stressed 
by all observers, this phenomenon is usually transient and 
hence may be present on only a single one of many films 
taken of the pyloroduodenal region. It is best demon- 
strated in the right lateral or right oblique prone posi- 
tions at the peak of antral systole, particularly when the 
antrum is obliterated by the contractile phase and the 
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column of barium has swept past the base of the duo- 
denal bulb. Thus it may escape detection if all films are 
exposed when the bulb is completely filled or distended 
with barium (fig. 1). Occasionally the duodenal defect 
simulates a polyp. Incarceration of the prolapsed mu- 
cosa, as evidenced by its inability to retract into the 
stomach, is rarely observed. Since the extrusion is usually 
a fleeting phenomenon, in this series it was considered to 
be present if demonstrated on any one of multiple films 
taken of the pyloric region. 


OBSERVATIONS 

Prolapse of the gastric mucosa through the pylorus 
was Observed in 155 (15.5%) of the patients in this 
series. It appeared with highest relative frequency in 
overweight, hypersthenic persons with a hypertonic or 
“transverse” stomach. It was rarely noted in thin patients 
with an atonic or hypotonic gastric configuration. It was 
demonstrated in 59 (12.9% ) of the women and in 96 
(17.7% ) of the men in the series. The age distribution 
is indicated in table 1. The youngest subject with ex- 
trusion of the gastric mucosa was 23 years old, and it 


Fig. 1 (case 1).—Marked prolapse of gastric mucosa into the base of 
the duodenum is seen in the figure at the right, where the antrum is 
contracted by a peristaltic wave and barium has swept past the duodenal 
bulb. In the figure at the left the duodenal bulb is completely filled with 
barium, atid mucosal prolapse is not seen The patient’s symptoms were 
primarily functional. 


occurred in only 7 of the 139 patients under the age of 
30. A fairly equal distribution among the age groups 
beyond 30 was noted. 

In the large majority of cases the extent of gastric 
mucosa involved in the prolapse was s.nall. In only 34 
cases could the herniation be considered large, as indi- 
cated by a defect involving the proximal one-third or 
more of the duodenal bulb. Furthermore, no constant 
relationship was found between the extent of mucosal 
protrusion and the severity of gastric symptoms. Prolapse 
of the gastric mucosa through the pylorus was found in 
3 (10.7%) of the 28 patients who had never experi- 
enced gastrointestinal disorders (table 2). It was demon- 


3. Ferguson, I. A.: Prolapse of Gastric Mucosa: Report of 6 Cases, 
Ann. Surg. 127: 879, 1948. 

4. Manning, I. H., Jr., and Highsmith, G. P.: Prolapse of the Gastric 
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5. Cove, A. M., and Curphey, W. C.: Prolapse of Redundant Gastric 
Mucosa, Surg., Gynec. & Obst. 88: 108, 1949. 

6. (a) Ferguson.’ (6) Wilson, F. W., and Granger, W. H.: Clinical 
Aspects of Prolapsed Gastric Mucosa, Am. J. Digest. Dis. 16: 129, 1949. 


i 
| 
ey 
— 
| 


184 PROLAPSED GASTRIC MUCOSA—RAPPAPORT ET AL. 


strated in 16 (13.6% ) of the 118 patients whose com- 
plaints were referable to the lower abdomen or colon 
and in 136 (15.9% ) of the 854 whose symptoms were 
related to the upper digestive tract. 


ASSOCIATED PATHOLOGICAL FINDINGS 


Transpyloric mucosal extrusion occurred in conjunc- 
tion with every common disease of the gastrointestinal 
canal, liver, biliary tract, and pancreas. In fact, even 
excluding eight patients with a primary diagnosis of gas- 
tritis, it was present more often with other diseases (83 
cases) than as an isolated finding (64 cases), as indi- 
cated in table 3. While multiple pathological entities 
existed in many cases, for the purpose of this study only 
a single diagnosis has been listed in the individual case. 

The highest incidence occurred among patients with 
hiatus hernia. Thus, 13 (24.1% ) of the 54 patients with 


Fig. 2.—Prolapsing antral mucosa in a patient with an amebic granu- 
loma of the cecum. He had no symptoms referable to the stomach. 


hiatus hernia displayed associated prolapse of gastric 
mucosa through the pylorus. It was associated with du- 
odenal ulcer in 36 (15.6%) of the 231 patients with 
this primary diagnosis, and its incidence in benign gastric 
ulcer was almost identical (15.8% ). Transient prolapse 
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of the prepyloric mucosa was observed in 10 (18.5% ) 
of the 54 patients with cholecystitis and/or cholelithiasis, 
in 3 patients with hepatic cirrhosis, and in | patient with 
chronic viral hepatitis. No relationship was noted be- 
tween mucosal prolapse and the presence of ascites. It 


TABLE 1.—ZJ/ncidence of Prolapse of Gastric Mucosa in 1,000 
Consecutive Patients According to Age 


No. of Prolapse % with 


Age Patients Present Prolapse 
41 0 0.0 
98 7 7.1 
199 32 16.1 
200 33 16.5 
57 10 17.5 
12 2 16.7 

1,000 155 


was also found in diseases unrelated to the stomach, such 
as carcinoma of the colon and ovary, diverticulitis of the 
colon, ulcerative colitis, Salmonella enteritis, and amebic 
granuloma of the cecum (fig. 2). 


ASSOCIATION OF GASTRITIS AND MUCOSAL PROLAPSE 

A view frequently advanced relative to the cause of 
the occurrence of mucosal prolapse in association with 
gastritis is that antral gastritis results in hypertrophy of 
folds, which are swept through the pylorus by peristalsis. 
The diagnosis of gastritis is usually tenable only by gas- 
troscopy, since the x-ray changes are rarely definitive. 
Since gastroscopy was not a routine procedure in this 
series except in persons with an x-ray demonstrated gas- 
tric lesion, the incidence of gastritis in our patients could 
not be ascertained. Thus, it could not be determined 
whether the prolapsing mucosa in patients with hiatus 
hernia or duodenal ulcer was secondary to antral gas- 
tritis. However, the incidence of prolapsing mucosa 
(19% ) among the 42 patients in whom a primary diag- 
nosis of gastritis was established by gastroscopy was not 
appreciably higher than that occurring among the other 
disease categories. That hypertrophy or hyperplasia of 
the mucosa is not a prerequisite for mucosal prolapse is 
indicated by its presence in a case of pernicious anemia 
where the mucosa was thin and atrophic upon gastro- 
scopic inspection. Furthermore, it was present in only 
one of four cases of severe hyperplastic gastritis involving 
the antrum. Finally, large rugae prolapsing into the du- 


TABLE 2.—IJncidence of Prolapse of Gastric Mucosa in 1,000 
Consecutive Patients According to Symptoms 


No.of Prolapse % with 


Gastrointestinal Symptoms Patients Present Prolapse 


28 3 10.7 

Lower abdominal; no gastric..... 118 16 13.6 

Upper abdominal or gastric........ 854 136 15.9 
1,000 155 


odenum may be demonstrated radiologically in the 

absence of gastritis of the involved mucosa. Scott * found 

no evidence of gastritis in the patients of his series who 
were subjected to surgery for this condition. 
EVALUATION OF SYMPTOMS 

Prolapse of Gastric Mucosa with Associated Patho- 


logical Conditions.—Since the symptoms ascribed to pro- 
lapse of the gastric mucosa by various authors cover a 
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wide range, it is difficult to assess the clinical significance 
of this condition when it occurs concomitantly with other 
common diseases of the upper digestive tract. Peptic 
ulcer, however, presents both a series of symptoms and 
a response to therapy that are reasonably uniform and 
may thus be used favorably as a basis for evaluation. 

In the 36 patients with the combination of duodenal 
ulcer and prolapsed gastric mucosa, the symptoms and 
response to medical therapy were no different than in 
those ulcer patients without the prolapse. Nausea, vom- 
iting, and epigastric distress coming on shortly after 
eating, symptoms that are reputedly prominent features 
of prolapsing gastric mucosa, were absent except in pa- 
tients with penetrating or obstructed ulcers. Intractibility 
to dietary, antacid, or methantheline (banthine*) bro- 
mide therapy was unrelated to the presence of extruded 
gastric mucosa. Twenty-seven patients with duodenal 
ulcer experienced one or more episodes of overt hemor- 
rhage, and four of them had concomitant mucosal pro- 


TABLE 3.—Other Diseases Associated with Prolapse of the 
Gastric Mucosa 


No.of No.with % with 
Patients Prolapse Prolapse 


Primary Diagnosis * 


Cholecystitis and/or cholelithiasis......... D4 10 18.5 

49 7 14.3 
8 2 
1 
0 

42 8 19.0 
27 5 


26 3 15 
Amebie granuloma of cecum............... 1 1 

91 


* Only a single diagnosis has been listed, although multiple patho- 
logical findings were frequently present. 

+ Includes 4 patients with pernicious anemia. 

t Includes 1 patient with pernicious anemia. 


lapse. Thus the incidence of hemorrhage among the 
latter group (11.1%) was the same as that in patients 
with duodenal ulcer uncomplicated by prolapse (11.2% ). 

Massive hemorrhage occurred in 4 of the 14 patients 
with hepatic cirrhosis, one of whom had prolapse of the 
antral mucosa and esophageal varices. It was presumed 
that the bleeding emanated from the esophagus rather 
than from the prepyloric region. In three other patients 
who had x-ray and gastroscopic examinations following 
the cessation of bleeding from the upper gastrointestinal 
tract, no definite cause for hemorrhage was found. None 
of them presented x-ray evidence of extrusion of gastric 
mucosa. 

Cases of cholecystitis and cholelithiasis, apart from 
attacks of biliary colic, are commonly attended by symp- 
toms similar to those ascribed to prolapsing gastric 
mucosa, which played an insignificant role among pa- 
tients in this series with gallbladder disease. Cholecys- 
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tectomy proved curative in the large majority of cases, 
and the incidence of “postcholecystectomy syndrome” 
appeared completely unrelated to the status of the pre- 
pyloric mucosa. Furthermore, prolapsing mucosa was 
found in patients whose sole complaints were isolated 
attacks of biliary colic without chronic dyspepsia. 
Hiatus hernia is frequently clinically silent. Apart 
from the common occurrence of symptoms among pa- 
tients in the recumbent position, these symptoms may 
be indistinguishable from those reported to be caused 
by intermittent prolapse of gastric mucosa into the du- 
odenum. As a result, it was difficult to evaluate the clini- 
cal role of the prolapse when present in conjunction with 
hiatus hernia. Both conditions appear prone to occur in 
obese persons or those with a hypersthenic habitus. The 
usual dietary regimen for treatment of hiatus hernia 
stresses bland foods and weight reduction. Several au- 


Fig. 3.—Massive prolapse of the gastric mucosa into the duodenum. 
This phenomenon is best demonstrated when the antrum is contracted by 
a peristaitic wave and the duodenal bulb is not completely distended with 
barium. In this case there was a severe hypertrophic gastritis. Despite the 
elimination of the prolapse by surgery, the patient’s symptoms recurred. 


thors have indicated that diminishing the quantity of food 
intake has a favorable effect on the symptoms caused by 
prolapsing prepyloric mucosa. 

While gastritis is a common cause of chronic dyspepsia 
and may be the site of massive hemorrhage, it cannot be 
determined from symptoms alone whether associated 
prolapse of the gastric mucosa is an aggravating factor. 
There is no appreciable difference between the symptoms 
of gastritis complicated by, and those unattended by, 
extrusion of that gastric mucosa into the duodenum. 
Thus, of the four patients in this series with severe hyper- 
trophic gastritis, only one had concomitant transpyloric 
mucosal prolapse; and although this condition was of 
massive degree (fig. 3) the patient’s symptoms were no 
severer than those of patients without the prolapse. Fur- 
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thermore, his symptoms recurred following subtotal gas- 
tric resection.'* It is noteworthy that although pyloric 
obstruction has been reported '* as resulting from the 
intussuscepting mass, in not a single case in this series 
was there any delay in gastric emptying due to this cause, 
even in patients with pronounced degrees of prolapsing 
mucosa or in those with vomiting as a major symptom. 
In fact, gastric emptying time was frequently diminished, 
probably because of gastric hyperperistalsis. 

Finally, no clinical significance could be attached to 
the presence of prolapsing gastric mucosa in patients with 
carcinoma of the stomach or pancreas, chronic uremia 
due to polycystic kidneys, or lesions of the small intestine, 
colon, or ovary. 

Prolapse of the Gastric Mucosa Without Associated 
Pathological Conditions —Of the 64 patients in this 
category, three cases of mucosal prolapse occurred among 


Fig. 4.—Prolapse of the antral mucosa into the duodenum, simulating 
a large polyp. The radial striae of barium coursing through the defect 
indicated the presence of gastric folds. The patient had herpes zoster, 
with no symptoms referable to the gastrointestinal tract. 


the 28 who had never experienced gastrointestinal symp- 
toms. One was a woman with pernicious anemia, another 
a man with coronary artery disease and angina, and the 
third a 48-year-old man with a dorsal herpes zoster (fig. 
4). Eleven patients had no symptoms referable to the 
upper digestive tract, and no organic disease was found 
after a complete survey, while 11 others had but a tran- 
sient episode of upper abdominal distress. Among the 
latter were two patients in whom severe epigastric burning 
and nausea developed following treatment with aureo- 


12. Rappaport, E. M.; Alper, A., and Rappaport, E. O.: Failure of 
Surgery for Prolapse of the Gastric Mucosa Through the Pylorus to 
Relieve Symptoms, to be published. 

13. Eliason, E. L.; Pendergrass, E. P., and Wright, V. W. M.: The 
Roentgen-Ray Diagnosis of Pedunculated Growths and Gastric Mucosa 
Prolapsing Through’ the Pylorus, Am. J. Roentgenol. 15: 295, 1926. 
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mycin. Another was an obese 48-year-old man who was 
examined roentgenographically for medico-legal pur- 
poses six months after he drank a bottle of beer con- 
taminated with soap, which had caused nausea and vom- 
iting for three days. His symptoms rapidly subsided, and 
he was asymptomatic on roentgen examination. Thus, in 
none of these cases could the role of the prolapsed 
mucosa be adequately evaluated. 

The remaining 39 patients in this category had chronic 
and recurrent dyspepsia, with no findings other than pro- 
lapse of the gastric mucosa through the pylorus. The 
symptoms lacked uniformity, but in the main they con- 
sisted of periodic epigastric fulness, particularly after 
heavy meals or spicy foods, and were accompanied by 
heartburn and a desire on the part of the patient to belch. 
Unlike ulcer symptoms, the distress occurred shortly 
after eating and was not relieved by milk. Most patients 
reported that they felt better if they omitted a meal. 
Vomiting was uncommon and usually self-induced. Noc- 
turnal symptoms were rare. Although aluminum hydrox- 
ide gel was usually ineffective, considerable relief was 
obtained by sodium bicarbonate or any powder that re- 
sulted in eructation. A history of weight gain prior to 
the onset of symptoms was not uncommon. Pain was 
not a significant complaint. Attacks of severe colic, a 
prominent feature in prolapse of gastric polyp into the 
duodenum, were signally absent in our cases, even where 
the herniation was large. 

Gastric analysis in 32 patients was within the range 
of normal. Gastroscopy was performed in 11, including 
5 patients with major degrees of prolapse. The antral 
mucosa appeared normal, but occasionally during antral 
peristalsis the smooth mucosa was thrown into folds 
running parallel to the long axis of the antrum and ap- 
peared to be extruded through the pylorus. Like the 
x-ray changes, however, this gastroscopic observation 
was inconstant and was seen only in the presence of vig- 
orous peristalsis. In all cases the stools were negative for 
occult blood. 

While the symptoms of persons with mucosal prolapse 
varied in chronicity and severity, several features were 
prominent. The majority of these patients were over- 
weight. Faulty eating habits, particularly in regard to 
rapid and excessive eating, were common. All patients 
enjoyed periods of remissions from symptoms, during 
which all foods could be consumed with impunity. 
Finally, there was a marked and patent element of neu- 
rosis in every patient, and all of them stated that their 
symptoms were induced by emotional crises. Many of 
their associated symptoms were characteristic of func- 
tional gastric disorders. These included persistent heart- 
burn or nausea unrelated to the intake of food, aero- 
phagia, and a sensation of constriction radiating from 
the epigastrium to the precordium or throat. The fol- 
lowing case reports are characteristic. 


REPORT OF CASES 


Case 1.—A dentist, aged 56, had a history of thyroidectomy 
in 1939 for hyperthyroidism, which had been preceded by nausea 
and vomiting. The latter symptoms disappeared following the 
operation, but thereafter the patient experienced a sensation of 
“knotting” in his epigastrium during periods of emotional ten- 
sion. In June, 1949, coronary thrombosis and frequent bouts of 
cardiac decompensation developed in his wife. On repeated 
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occasions, within a few hours after the onset of his wife’s 
dyspnea, this patient would experience anorexia, nausea, and 
retching, which would continue for 7 to 10 days and render him 
acidotic. There was no abdominal pain or tenderness either 
during or between attacks. During the periods of vomiting he 
required intravenous feeding. Remarkably, although he was 
unable to. retain any other type of liquid owing to constant retch- 
ing, he had no difficulty in retaining barium on several occasions 
when x-ray examinations were made at the peaks of his attacks. 
Repeated studies at such times, as well as during remissions, 
revealed no abnormality other than a marked prolapse of the 
gastric mucosa into the duodenum (fig. 1). The stomach emptied 
within one and one-half hours, and there was a pronounced small 
intestinal hypermotility. No recurrent hyperthyroidism was 
found, and the weight lost at the time of the attacks was rapidly 
regained during remissions. Gastric analysis and gastroscopy 
were declined by him. Stools and blood count were normal 
throughout a two year period of observation. Between attacks 
he maintained a bland diet with sedation and always felt well 
until an emotional crisis arose. 


Comment.—This case is an example of gastric neuro- 
sis with cyclic vomiting in a man with a long-standing 
emotional instability. While incarceration of the pro- 
lapsed gastric mucosa might be considered the cause of 
his recurrent symptoms, the painless retching, the per- 
sistent nausea unrelated to the ingestion of food, and the 
lack of x-ray evidence of pyloric obstruction or delay in 
gastric emptying made this diagnosis untenable. It ap- 
pears more likely that the large prolapse was a secondary 
phenomenon due to chronic antral hyperperistalis of 
neurogenic origin. We did not believe that excision of the 
herniated mucosa would prevent vomiting under emo- 
tional stress. In a similar case a patient with a large mu- 
cosal prolapse was subjected to a subtotal gastrectomy 
contrary to our advice, and vomiting recurred after sur- 
gery.'* 

CasE 2.—A man, aged 48, had a four months’ history of 
“waves of nausea” that started in the umbilical region and 
radiated to his precordium. They occurred throughout the day 
and were unrelated to meals. There was no abdominal pain, 
heartburn, or vomiting. Slight relief was obtained by belching. 
There had been a 10 Ib. (4.5 kg.) weight loss because of anorexia 
resulting from the nausea. Throughout this period the patient 
had been under extreme nervous tension owing to his business. 
Despite his considerable wealth, this man worked seven days 
weekly and had not taken a vacation for 10 years. The physical 
examination was essentially normal. A complete investigation 
of the gastrointestinal tract was normal. Prolapse of the gastric 
mucosa' into the duodenum was seen on only one of 15 exposures 
taken of the antrum and duodenum (fig. 5). No medication was 
prescribed for the patient, and no restrictions were placed upon 
his diet. He was sent on vacation for one month, and upon his 
return he reported that he had become asymptomatic within a 
few days after being told that no organic disease was present. 


Comment.—This patient’s problem was primarily 
functional and unrelated to the intermittent prolapse of 
the prepyloric mucosa. However, it serves to demonstrate 
that the prolapse occurs only during an occasional peri- 
staltic cycle and would probably be seen more frequently 
if sufficient x-ray exposures of the pyloric canal were 
taken during the peak of antral contraction. 


COMMENT 

Despite many reports in literature citing the rarity of 
prolapse of the gastric mucosa through the pylorus, our 
observations indicate that it is a common occurrence. 
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Since it is a transient phenomenon, its incidence is prob- 
ably higher than the 15.5% recorded in this series. This 
frequence is not surprising considering the freedom of 
mobility of the gastric mucosa over the muscularis. Al- 
though Scott * reported that in the normal stomach the 
mucosa could not be drawn past the pylorus, Rappaport, 
Casale, and Settle '* found in nearly every stomach they 
examined at autopsy that the gastric mucosa could be 
readily lifted from the muscularis and drawn into the 
duodenum. In some cases without known gastrointestinal 
symptoms during life, the mucosa could be projected 
beyond the pylorus up to 1.4 cm. Thus, it is not unreason- 
able to believe that the same phenomenon may occur 
intermittently during life as a physiological process, with 
extrusion of the mucosa occurring during antral systole 
and retraction during diastole. An accurate appraisal of 


Fig. 5 (case 2).—Prolapse of the gastric mucosa into the duodenum in 
a patient with functional symptoms. Although 15 x-ray exposures of the 
pyloroduodenal junction were made, extrusion of the mucosa was demon- 
Strated on only the roentgenogram shown above. 


its true incidence would necessitate serial x-ray exami- 
nation of the pyloric region through many more peristaltic 
cycles than is customary in the usual gastrointestinal 
series. Levin and Felson '' found that it occurred in 18% 
of 100 patients who were free of digestive complaints. If 
their findings are corroborated, it would indicate that 
this process is physiological rather than pathological. 
Since our series included only 28 patients who had no 
gastrointestinal symptoms, this number is too small to 
permit any conclusions as to the incidence of prolapsing 
gastric mucosa in normal persons. 

Abundant data have been presented above to indicate 
that gastric mucosal prolapse is not always clinically sig- 


14. Rappaport, E. M.; Casale, J., and Settle, J.: A Study of the Antral 
Mucosa in Relationship to Prolapse of the Gastric Mucosa Through the 
Pylorus, to be published. 
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nificant; in fact, in the overwhelming majority of cases in 
this series there was little to suggest that its presence was 
anything but incidental. It’s occurrence in persons with- 
out gastrointestinal symptoms, in those with complaints 
unrelated to the stomach, and in patients with only iso- 
lated episodes of dyspepsia casts considerable doubt 
upon the thesis that this condition is an important cause 
of chronic digestive disturbances. Occurring concur- 
rently in 42 of the 269 patients with duodenal or gastric 
ulcer, there was neither a significant alteration of the 
usual pattern of ulcer symptoms nor an increase in the 
incidence of hemorrhage in those with mucosal prolapse. 
Similarly, it was impossible to differentiate, on the basis 
of symptoms alone, other common diseases of the diges- 
tive tract associated with prolapse from the same dis- 
eases unattended by a demonstrable extrusion of the 
gastric mucosa into the duodenum. 

The high incidence of mucosal prolapse in persons 
with hypertonic stomach and in those who were obese 
is a matter for speculation, since no relationship between 
body habitus and the mobility of the gastric mucosa was 
found on postmortem studies." It may be that when the 
barium-filled transverse stomach is rotated into the right 
oblique or right lateral prone position, the axis of gravity, 
being directed toward the pylorus, increases the pressure 
against the prepyloric mucosa and- thus favors its pro- 
pulsion through the open sphincter. Although Cannon 
and Blake '** discounted the effect of gravity on gastric 
emptying, the influence of gravity is readily demonstrated 
by having the subject lie on his right side during fluoros- 
copy of a stomach that shows inhibited peristalsis and de- 
layed emptying in the erect position. The high incidence 
of extrusion of gastric mucosa in this series among pa- 
tients with hiatus hernia is probably related to the fre- 
quent occurrence of the hernia in overweight persons and 
in those with a hypertonic gastric configuration. It is note- 
worthy that while most authors stress that mucosal pro- 
lapse is best demonstrated in the recumbent position, in 
not a single instance has any relationship been shown to 
exist between posture and the onset of symptoms. It is 
important to consider the clinical significance of mucosal 
prolapse in patients with chronic dyspepsia when no 
other pathological entity is present. In a large majority of 
patients in this series, the symptoms of dyspepsia lacked 
uniformity except for a patent element of necrosis. 
A facsimile of these complaints was encountered in a 
considerably larger group without demonstrable pro- 
lapsing gastric mucosa. These symptoms, enumerated 
above, are commonly caused by exaggerated intragastric 
pressure resulting from overeating and drinking, exces- 
sive air swallowing, or a combination of these mechanical 
with neurogenic factors. 

We do not believe that prolapse of the gastric mucosa 
is to be completely dismissed as a potential cause of 
symptoms. It would appear that the prepyloric mucosa 
possesses a mobility permitting it to be extruded inter- 
mittently through the pylorus. This may be accentuated 
by chronic hyperperistalsis initiated by local disease and 
by neurogenic causes; thus, it may be observed in the ab- 
sence of digestive complaints. When symptoms are pres- 
ent, these are usually referable to the primary condition 
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whether it be ulcer, gastritis, cholelithiasis, or a gastric 
neurosis. In some instances, possibly in conjunction with 
pylorospasm, the mucosa may fail to retract during antral 
diastole, and transient incarceration may occur with re- 
sultant edema, erosion, or even hemorrhage. We believe 
this complication to be relatively rare. 

It has been suggested '* that surgery be performed in 
those patients who fail to obtain relief after a one month 
trial on a bland diet and sedation. Since the reports on 
cases treated surgically have been generally favorable, a 
sharp increase in the number of operations for this condi- 
tion is to be anticipated in the future. However, in few 
of the cases reported to date has the follow-up period 
exceeded one year. It is beyond the scope of this com- 
munication to discuss the surgical indications for pro- 
lapse of the gastric mucosa. It should be emphasized, 
however, that extreme caution Must be exercised in the 
selection of cases for this procedure. This is indicated by 
the recurrence of symptoms in four patients, one of whom 
was included in this series, who were subjected to sur- 
gery.'* All presented marked degrees of prolapsing re- 
dundant antral mucosa in the surgical specimens. Thus, 
in patients with chronic digestive complaints, all other 
causes, both organic and functional, must be explored 
before concluding that the symptoms are due to trans- 
pyloric mucosal prolapse. 


SUMMARY 

Prolapse of the gastric mucosa through the pylorus is 
demonstrated in 155 (15.5% ) of 1,000 consecutive pa- 
tients. It is shown that it occurs in persons who are free 
of digestive complaints and is a frequent incidental find- 
ing associated with all the common diseases of the gastro- 
intestinal tract. When transpyloric mucosal prolapse oc- 
curs concomitantly with other gastrointestinal diseases, 
the symptoms of the latter are not appreciably altered by 
the presence of the former. When prolapse occurs alone, 
its symptoms are predominantly of a functional pattern. 
All other etiological factors must be ruled out before 
considering this condition a primary cause for gastric 
complaints. 


148-25 89th Ave. (Dr. E. M. Rappaport). 


15. Cannon, W. B., and Blake, J. B.: Gastro-Enterostomy and Pyloro- 
plasty: An Experimental Study by Means of the Réentgen Rays, Ann. 
Surg. 41: 686, 1905. 

16. Kaplan, I. W., and Shepard, R. M.: Prolapse of the Gastric Mucosa 
into the Duodenum, J, A. M. A. 147: 544 (Oct. 6) 1951. 


The Statistician in Medical Science.—The art of applied statis- 
tics is, needless to say, compounded of two things—a knowledge 
of statistical methodology and a wide and detailed knowedge of 
the data to which that methodology is to be applied. I should 
hesitate to allocate a relative importance to each of these two 
aspects, but I hold firmly that both are essential and that the 
use of the methodology however erudite, without a parallel and 
exact knowledge of the data under study can be, indeed is likely 
to be, most dangerous. It follows that the statistician, if he is to 
play his proper part in a clinical trial must be in it “up to his 
neck”; he must be in it from its very start—that is, at the initial 
planning level. If he is a layman he must endeavor to learn and 
understand its medical as well as its statistical aspects—and 
should, I believe, be as intensely absorbed and interested in the 
one as in the other.—A. Bradford Hill, C.B.E., D.Sc., Ph.D., 
The Clinical Trial, New England Journal of Medicine, July, 
1952. 
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PRIMARY ADENOCARCINOMA OF THE APPENDIX 


Stanley E. Lawton, M.D. 


and 


Robert W. Ehrlich, M.D., Chicago 


Primary adenocarcinoma of the appendix is a disease 
rarely seen by individual surgeons and seldom encoun- 
tered in large clinics. It is perhaps even rarer than is gen- 
erally supposed, since many cases presented in the liter- 
ature may not have been carefully screened. Included in 
some reports are carcinomas arising from the adjacent 
cecum, while in other instances carcinoid tumors have 
not been differentiated. The true rarity of the disease was 
emphasized in 1942 by Young and Wyman,’ who found 
in the literature only four cases of what they considered 
unquestionable adenocarcinomas primary in the appen- 
dix; to these they added a fifth. A study by Uihlein and 
McDonald,’ covering a 30 year period at the Mayo 
Clinic, produced 5 adenocarcinomas, 12 mucoceles, and 
127 carcinoids of the appendix. In Army personnel 
Ehrlich and Hunter * discovered 441 carcinomas of the 
gastrointestinal tract. Seventy-two of these had arisen in 
the appendix; 65 were of the carcinoid and 7 of the 
adenocarcinoma type. Recently Lesnick and Miller,* 
from Mount Sinai Hospital, New York, reviewed the 12 
bona fide cases that they were able to locate and added 
5 cases. Since their publication five additional cases have 
been reported, four in this country and one in Holland.° 


Preoperative, positive, unquestionably correct diag- 
nosis of primary adenocarcinoma of the appendix has 
never to our knowledge been made. Although adeno- 
carcinomas of the appendix resemble carcinomas of the 
colon in that they occur in a comparable age group, be- 
have in general in the same way, and pathologically are 
similar, they, unlike the cancers of the large bowel, pro- 
duce no characteristic clinical symptoms from which a 
correct diagnosis can be made. In 16 of the 22 previously 
mentioned reported cases, the preoperative diagnosis was 
simple appendicitis or one of its complications. Disease 
of the appendix was not even suspected in the other six 
cases, and diagnosis was made only by routine histo- 
logical examination of the incidentally removed append- 
age. Likewise, a correct preoperative diagnosis was not 
made in any of the following three cases. 


REPORT OF CASES 


Case 1.—G. B., a 72-year-old white male physician, entered 
the hospital with a five day history of anorexia and generalized 
abdominal pain, which had localized in the right lower quadrant 
of the abdomen. Similar but milder attacks of abdominal pain 
had occurred about twice a year for the previous three years. 
While the history was being taken, the patient complained of 
sudden severe pain in the right lower abdominal quadrant, 
vomited, and became pale. Examination showed the entire 
abdominal wall to be rigid. The temperature was 101 F, and the 
leukocyte count was 10,500. The preoperative diagnosis was a 
ruptured appendix with generalized peritonitis. 

Immediate operation revealed an acutely inflamed appendix 
with a perforation at the base. After removal, pathological ex- 
amination of the appendix disclosed a papillary tumor near the 
base, which practically filled the appendiceal lumen, giving the 
latter a diameter of 2.5 cm. Microscopic examination of this 
tumor showed a papillary type of adenocarcinoma invading the 


appendiceal wall (fig. 1). An abdominal abscess developed post- 
operatively, and the patient died seven weeks later. 


CasE 2.—C. G., a 58-year-old white female nurse, was ad- 
mitted to the hospital because of generalized abdominal pain of 
four days’ duration, which had localized in the right lower quad- 
rant of the abdomen. Two years before she had had a similar 
episode. 

Her temperature was 100.6 F, and the leukocyte count was 
16,000. An irregular fixed tender mass, 4 by 6 cm., was palpable 
in the right lower quadrant of the abdomen. On pelvic examina- 
tion a tender mass was palpable posterior and to the right of the 
uterus. Fluoroscopic examination of the colon showed a defect 
in the tip of the cecum, with a small mass just below the cecum. 


Fig. 1.—Malignant cells as illustrated were abundant in the mucosa 
and had extended into the adjoining layers. 


All these findings suggested an appendiceal mass, most likely an 
abscess. Conservative treatment was given, and the patient left 
the hospital in 10 days. 

After six weeks the patient was readmitted for an appendec- 
tomy. At operation there was evidence of a previous abscess at 
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the tip of the appendix but nothing to cause suspicion of further 
pathological changes. The appendix w»; removed in the usual 
manner. Five days later, by routine cxamination, the pathologist 
discovered abnormal cells in the mucosa at the base of the ap- 
pendix and neoplastic cells in glandular formation throughout 
the appendiceal wall (fig. 2). One week after appendectomy the 
patient was returned to the operating room, and a right hemico- 


Fig. 2.—Abnormal epithelium lines the mucosa, and glandular invasion 
of the appendiceal wall has taken place. 


lectomy was performed. Careful gross and microscopic examina- 
tion of this specimen failed to reveal any evidence of tumor. 

Six months later, an intestinal obstruction developed, and at 
operation adhesions were found and freed. One year after the 
right hemicolectomy, carcinoma was excised from the abdominal 
wall in the region of the original appendectomy incision. Three 
months later another metastatic carcinomatous tumor was ex- 
cised from the anterior abdominal wall in the region of the 
umbilicus. At the time of writing, two and one-half years after 
removal of the appendiceal carcinoma, the patient was well and 
there was no evidence of further metastasis. 


Case 3.—G. H., a 60-year-old white male executive, entered 
the hospital with history of generalized abdominal pain, nausea, 
and vomiting. The pain later became localized to the right lower 
quadrant of the abdomen. He had had two similar attacks 9 and 
15 months previously. 

His temperature was 99 F, the leukocyte count was 12,400, 
and there was localized tenderness over McBurney’s point. Pre- 
operative diagnosis was acute appendicitis. At operation the ap- 
pendix was acutely inflamed and enlarged. Grossly there was no 
evidence of a tumor, and no thought was given to such a condi- 
tion. An appendectomy was performed, and the patient made an 
uneventful recovery. Histological examination disclosed neoplas- 
tic cells within the appendiceal mucosa (fig. 3). The patient was 
advised to have a right hemicolectomy, but, because of his feel- 
ing of well-being and business pressures, he delayed this from 
month to month. Finally, after eight months, he consented to a 
laparotomy. No tumor was found. 


COMMENT 


While some confusion regarding classification of car- 
cinomas of the appendix has existed from the time of 
Beger’s ° first report, in 1882, a division of these tumors 
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into three types, carcinoid, mucocele, and colonic, is now 
generally accepted. Approximately 89% of appendiceal 
carcinomas are of the carcinoid type, located at the tip 
of the appendix. Grossly they appear as solid, somewhat 
yellow tumors. Microscopically the acini are seen to be 
poorly formed, and intact mucosa is present over the 
tumor. The tumor cells reduce silver salts and have an 
affinity for chrome salts. Few mitotic figures appear, and 
no mucus is produced. Metastasis is rare. 


Malignant mucoceles comprise 8% of appendiceal 
carcinomas. A dilated appendix containing large amounts 
of gelatinous material, with the mucosa and submucosa 
thrown into papillary folds, is characteristic. Intraperi- 
toneal spillage of malignant cells at the time of surgery, 
with subsequent production of pseudomyxoma peri- 
tonaei, constitutes a very grave threat to the life of the 
patient. 

True primary adenocarcinomas, the third or colonic 
type, comprise approximately 3% of carcinomas of the 
appendix. These tumors may be polypoid or fungoid and 
usually are located at the base of the appendix, where 
they frequently produce obstructive symptoms. Well-dif- 
ferentiated glandular structures may be present, or the 
tissue may appear undifferentiated. Spread is by direct 
extension or by way of the lymphatics and the blood 
stream. 

To the surgeon the above pathological differentiation 
is of extreme importance. While simple amputation of 
the appendix may suffice as treatment for a carcinoid 
type tumor, once the presence of a colonic type tumor 
has been established, nothing less than a radical pro- 


Fig. 3.—The appendiceal mucosa was composed of neoplastic type 
epithelium, but invasion of the adjacent layers was not demonstrated. 


cedure is indicated. This usually entails a second opera- 
tion, at which the terminal ileum, cecum, and ascending 
colon are removed. Ovarian metastases, as described by 
Waugh and Findley,’ should always be considered and 
may necessitate bilateral oophorectomy in female pa- 
tients. 
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SUMMARY 


Three cases of primary adenocarcinoma of the ap- 
pendix, a rare disease which produces no characteristic 
clinical symptoms and defies preoperative diagnosis, are 
reported. The importance of careful microscopic scrutiny 
of every appendix removed and accurate differentiation 
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of carcincids and colonic type tumors is demonstrated. 
Radical right hemicolectomy, which usually necessitates 
a second operation after the appendectomy, is advocated 
as the only method of treatment that has proved to be 
satisfactory. 
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COMPARISON OF THE TOLERANCE OF ADULTS AND CHILDREN 
TO DIGITOXIN 


Sydney Mathes, M.D., Harry Gold, M.D., Raymond Marsh, M.D., Theodore Greiner, M.D., 


Frank Palumbo, M.D., Charles Messeloff, M.D. 


The utility of digitalis therapy in children is a subject 
of much controversy. That this group of drugs is not as 
effective in children as it is in adults is generally accepted, 
but there is the belief, fairly widely held among those 
familiar with the problems of heart disease in children, 
that digitalis therapy may be injurious to children with 
heart disease and failure. Sutton and Wyckoff ' studied 
the effect of digitalis in heart failure among a group of 
children and concluded that the drug is useful, and in 
dosages,approximately similar to those for adults. Jacob- 
sen and Davison * found digitalis effective in children 
with active carditis and failure, but in larger doses than 
those required by adults on the basis of body weight. 
Jezer and Schwartz * gave very large doses of digitalis to a 
group of children in congestive failure; from this experi- 
ence they concluded that the drug is not only without 
value but dangerous. Wilson ‘ advocated the use of digi- 
talis in children with failure. Walsh and Sprague,* in a 
study of 44 children with heart disease and failure, found 
the drug useful when administered in doses approxi- 
mately similar to those used for adults on a body weight 
basis. They noted the risk of toxicity when the drug was 
used in the appreciably larger doses commonly recom- 
mended for children. 

It is not remarkable that digitalis therapy is less ef- 
fective in children than in adults, in view of the difference 
in the problems presented by the two groups. Among 
adults, failure is commonly associated with auricular 
fibrillation and relatively rarely with rheumatic “activ- 
ity,” while among children auricular fibrillation is rela- 
tively rare and congestive failure is most commonly asso- 
ciated with sinus tachycardia and rheumatic “activity.” 
Even among adults, both of the latter factors have a high 
representation among those who show little response to 
digitalis. However, this does not explain the view so 
firmly held among outstanding pediatricians that digitalis 
therapy is dangerous to children. Is it possible that the 
experiences indicating special hazards in children arise 
from the fact that children have received excessively large 
doses? About 30 years ago McCulloch and Rupe * found 
that children are from 50% to 500% more tolerant than 
adults to members of the digitalis group. This was based 
on the amount of the drug required to produce a variety 
of effects in children with and without heart disease, the 
-ffects being for the most part toxic (vomiting, premature 
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beats, and heart block), this amount being compared 
with the doses stated in the literature as effective in adults 
with congestive failure. The effects of digitalis in children 
with congestive failure rarely provide the sharp end- 
points seen in auricular fibrillation among adults. In the 
matter of arriving at the proper dose in children, there- 
fore, more dependence needs to be placed on the amount 
of the drug that is given than on the therapeutic effects 
that are produced.’ Under such circumstances there is 
considerable risk of overdosage. For this reason, it is 
more important to establish fairly accurate values for 
dosage in children than in adults, since, in the former, 
therapeutic response provides less assistance in decisions 
concerning the necessary dose in a particular case. There 
is much more experience in the use of digitalis in adults 
than in children, and the experience with adults might be 
utilized in the problems of children if we had available 
a dependable ratio of the tolerance of the two groups. It 
is, therefore, a problem of considerable importance to 
determine the relative tolerance of children and adults to 
digitalis. The values found by McCulloch and Rupe ° 
have been widely utilized, but their validity is open to 
question for several reasons, perhaps the most important 
being that the comparison involved different end points. 
There have been a few attempts to answer the question 
by animal experiments. The results in those have not been 
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decisive. Haag and Corbell,* in a recent study, found that 
young kittens required substantially the same dose of 
digitalis as full-grown cats for the production of similar 
effects (fatal doses). Since such comparisons made in 
animals always leave an unfilled gap before the problem 
can be considered solved from the standpoint of treat- 
ment in humans, we undertook an investigation in hu- 
mans to determine the relative tolerance of children and 
adults. The results form the subject of this report. 


METHOD 


The subjects were adults and children in attendance 
as ambulant patients in our cardiac clinics. The plan was 
to establish a dosage-response curve for adults and chil- 
dren and to ascertain the relative tolerance of the two 
from the two curves. Changes in the RT-T segments of 
the electrocardiogram produced by digitalis were used 
as the basis for comparison. The characteristics of 
the two groups of patients are summarized in table 1. 
Those from the age of 3 to 14, inclusive, were included 


Fig. 1.—Representative electrocardiogram. 


in the group of children and those above the age of 14 
in the group of adults. It may be noted that all the com- 
mon varieties of heart diseases are represented. Both 
males and females are included. The average age of the 
adults is 47.8 years, and of the children, 9.8 years. All 
the patients had a normal sinus rhythm. With few excep- 
tions, those with normal RT-T segments and those in 
whom the T waves were fairly high were chosen, in order 
to facilitate the detection of changes. We used only leads 
1 and 2 for judging the effects of digitalis. The method 
was as follows: A control electrocardiogram was taken; 
it was repeated 24 hours later, at which time the subject 
was given a dose of the drug orally, approximately two to 
four hours after a meal. The effect of this dose was re- 
corded in an electrocardiogram taken 24 hours later. All 
the electrocardiograms were taken with the patient seated 
in a chair and after a period of rest sufficient to establish 
the heart rate at approximately the same level as in the 
control. After an interval of four to eight weeks, suffi- 
ciently long to insure recovery from the previous dose of 
the drug, the foregoing procedure was repeated, with 
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larger or smaller doses. By preliminary exploration in 
approximately 20 patients, it was possible to determine 
the dose that produced a change in the RT-T segment in 
approximately 50% of the patients. With this informa- 
tion, the subsequent doses given were either smaller or 
larger. It was the plan to give each patient a series of 
doses differing from each other by steps of 25%. The 
order of doses in the different patients was varied. It was 
calculated in terms of body weight. We pursued the plan 
of taking the body weight at the beginning, but in the 
case of those patients in whom the weight increased by 
5 Ib. (2.3 kg.) or more in the course of the experiment, 
the new body weight was used for calculation. 

A group of patients received a particular dose. The 
result was expressed as the percentage of the group in 
whom the drug produced an RT-T change. No consid- 
eration was given to the degree of the change. The same 
was repeated for a series of doses. A section of lead 1 and 
lead 2 of the electrocardiogram was mounted on a 4 by 6 
in. card with the legend on the back. Each dose in each 
patient provided three cards. These were placed before 
a reader, who endeavored, without knowledge of the 
identity (blind test), to arrange them in sequence on the 


TABLE 1.—Characteristics of Patients Studied* 


Age, Yr. Sex Weight (Lb.) 
= 
“aver- Fe- Aver- 
age Range S.D. Male male age Range S8.D. 
Adults (71)..... 47.8 15-74 15.0 18 53 145.5 93-215 28.5 
Children (54)... 9.8 3-14 3.2 28 26 83.2 36-181 32.3 


* Diagnoses in adults: No heart disease (0), arteriosclerotiec heart dis- 
ease (19), hypertensive heart disease (16), syphilitic heart disease (4), 
rheumatie heart disease (21), other types of heart disease (3), potential 


heart disease (5), possible heart disease (3), active carditis (0), and 
failure (0). Diagnoses in children: No heart disease (14), rheumatic heart 
disease (12), congenital heart disease (7), unknown (2), potential heart 


disease (5), possible heart disease (14), active carditis (0), and failure (0). 


basis of the height of the T wave and change in the RT 
interval. The reader encountered three kinds of prob- 
lems: (a) A series of three cards (two controls and one 
that was taken after the dose of the drug) in which all 
were unequivocally similar. (b) A series of three cards in 
which one showed a marked difference in the RT-T seg- 
ment. (c) A series of three cards in which one showed a 
very small and equivocal difference in the RT-T segment. 
In the latter type, it often turned out that one of the con- 
trols showed lower T waves than the tracing after the 
dose of the drug. In questionable cases the reader was 
presented with the same cards a second time, and in these 
he sometimes changed his first order of ranking. In such 
cases the dose was considered to have produced no effect. 

Figure 1 is a typical example of the kind of groups of 
electrocardiograms presented to the reader. It is taken 
from the record of a 54-year-old man with arterioscle- 
rotic heart disease. From the upper three pairs the reader 
concluded that the dose of 2.5 pg. per pound of body 
weight caused no effect. From the middle three pairs he 
concluded that the dose of 3.2 »g. per pound of body 
weight produced an effect. From the lower three pairs he 
concluded that the dose of 4.0 ng. per pound of body 
weight also caused an effect. He was not required to dis- 
tinguish the degree of change after administration of the 
dose of 3.2 yg. from that after administration of the 
dose of 4.0 ng. He had only to ascertain the percent- 
age of patients showing an effect after administration of 
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the particular dose. Among 51 patients, only 10% ex- 
hibited a change after the dose of 2.5 yg. per pound 
of body weight; among 56 patients, 27% showed a 
change after the dose of 3.2 ng. per pound of body weight; 
among 59 patients, 42% showed a change after the dose 
of 4.0 »g. per pound of body weight. 

The digitalis material used in this study was digitoxin. 
The crystals were dissolved in 95% alcohol to make a 
1: 1,000 solution. The dose for each patient was taken 
up in a tuberculin syringe, mixed with 2 to 3 oz. (60 to 
90 cc.) of water or a flavored solution and washed down 
with a similar quantity of solution used to rinse the con- 
tainer, in order to insure that the full dose was ingested. 


RESULTS 


The data are based on 217 doses in a group of 71 
adults and on 170 doses in a group of 54 children. The 
individual patients received from one to six doses (aver- 
age 3.1 doses). The study required the ranking of 2,322 
electrocardiograms. It supplied a series of doses and of 
percentages corresponding to the respective doses, each 
percentage signifying the proportion of patients in whom 
the particular dose produced a change in the RT-T seg- 
ment of the electrocardiogram. The doses and percent- 


TaBLE 2.—Comparison of Tolerance of Adults and Children to 
Digitoxin 

No. of Patients 

in Whom Threshold Dose, 


Threshold Dose ug./Lb. of 
Was Determined Body Weight 


Average 


ages were charted on semi-log paper, yielding one curve 
for children and another for adults. 

Not all patients received every dose, but in order to 
make the fullest use of the data, it was reasoned that a 
patient who showed a change in the RT-T segment after 
receiving a particular dose would respond with a change 
to larger doses, and conversely, a patient who failed to 
respond to a particular dose, would also fail to respond 
to smaller doses. Each point on the curves, therefore, is 
based not only on the response to doses that were given 
but on the response inferred from both larger and smaller 
doses. By this device more than twice as much data as 
are provided by the doses the patients received become 
available for the curves. This method of making fuller 
use of experience with doses that are given has been 
described in the literature,® and its validity is generally 
accepted. 

In figure 2, the relative tolerance of adults and chil- 
dren is charted on the basis of all the doses (those given 
and those inferred). It shows that children are more tol- 
erant to digitoxin than adults, children requiring a 59% 
larger dose than adults for the production of the same 
effect. To determine this difference with greater precision, 
we treated the data in the manner shown in table 2. In- 
stead of the 125 patients representing all of those who 
received a dose, only 91 patients are considered, only 
those in whom the threshold dose was determined, and 
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the average threshold dose for adults and children is 
stated. Table 2 shows that the threshold dose of digitoxin 
is 41.7% larger for an effect in children than in adults. 
The true values (confidence limits at P — 0.05) lie be- 
tween 18% and 70%. 
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Fig. 2.—Relative tolerance of adults and children to digitoxin. 


We had used the conventional pediatric value of 14 
as the age that divides children from adults. However, 
our data afforded an opportunity to determine with 
greater precision the age at which the observed difference 
in tolerance to digitoxin takes place. Accordingly, the 
125 patients were divided into four age groups: 3 to 11 
years (37 children), 12 to 16 years (24 adolescents), 
17 to 59 years (40 adults) and 60 to 74 years (24 elderly 
persons). These data are charted in figure 3. In the young 
and elderly adults, tolerance is apparently the same. The 
results show not only that the tolerance of children from 
the age of 3 to 11 years is greater than that of adults but 
that the tolerance of these young patients is similar to 
that of the adolescent group (12 to 16 years). These data 
also show that the young have a higher tolerance to digi- 
toxin than the old, but they fail to show the precise age at 
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Fig. 3.—Relative digitoxin tolerance of 125 patients: 40 adults, aged 
17 to 59 years (black squares); 24 elderly adults, aged 60 to 74 years 
(white squares); 37 children, aged 3 to 11 years (white circles); and 24 
adolescents, aged 12 to 16 years (black circles). 


which the young take on the characteristics of the so- 
called child or the precise age at which the older take on 
the characteristics of the so-called adult with respect to 
tolerance to digitoxin. Further study of this problem may 
reveal that there is no sharp age of demarcation. 
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COMMENT 

The relative tolerance of adults and children to digi- 
talis has been the subject of much speculation. Knowl- 
edge on this point might permit the application of the 
extensive experience with adults to the selection of dosage 
for children. Such information would be of much value, 
for the use of digitalis in children is rarely followed by 
striking evidence of therapeutic benefit and is associated 
with much risk of poisoning. The information that is 
available in humans is usually based on a comparison of 
the dose for therapeutic effects in adults with that for 
minor toxic symptoms in children. The present study has 
the advantage of comparing the tolerance of the two 
groups with respect to the same action after oral adminis- 
tration of digitoxin. 

It should be noted that infants were not included in 
this study and that the susceptibility of adults and of 
children were compared in terms of only one of the ac- 
tions of digitalis, namely, the action of the RT-T segment 
of the electrocardiogram. Although there is no reason to 
believe that the results would be different if comparisons 
were made in terms of other actions, comparisons in 
terms of actions on auriculoventricular conduction or on 
slowing of the heart rate in auricular fibrillation or com- 

parisons in terms of some of the other actions of digitalis 
would, nevertheless, be desirable. 

Attempts have been made to establish the dose of digi- 
talis in children on a basis other than that of body weight. 
Crawford, Terry, and Rourke '° suggested surface area. 
It may well be that digitalis dosage is more closely related 
to surface area than to body weight. There is need for 
experimental proof. The relationship of several digitalis 
actions and the establishment of dosage in regard to age, 
sex, weight, and height are considered for future studies 
and examination by statistical means. 

The point suggested itself that the heavier weight of 
adults might explain the higher tolerance of children than 
adults. The fact emerged in figure 3 that a group of 40 
adults had an average weight of 144 Ib. (65.3 kg.) and 
24 adolescents an average of only 118 Ib. (53.5 kg.). 
The point was tested by comparing a group of the heav- 
iest children with a group of the lightest adults. In assem- 
bling the groups, an endeavor was made to find children 
and adults as nearly alike as possible, the only appreci- 
able difference being that in one group the subject chosen 
was an adult and in the other group it was a child. Two 
groups were thus assembled: 14 adults and 14 children. 
The age of the adults was 17 years or older (average 44 
years) and of the children 12 years or younger (average 
10 years). The average weight of the adults was 111 Ib. 
(50.3 kg.) and of the children 102 lb. (46.3 kg.). The 
adult group had an average weight of only about 9% 
higher than the children. To produce the same effect (a 
50% incidence of RT-T change), the children required 
6.4 wg. per pound and the adults 4.1 »g. per pound, 56% 
more of the drug per pound of body weight in the case of 
children than of adults. 


10. Crawford, J. D.; Terry, M. E., and Rourke, G. M.: Simplification of 
Drug Dosage Calculation by Application of the Surface Area Principle, 
Pediatrics 5: 783, 1950. 


J.A.M.A., Sept. 20, 1952 


It may be well, in conclusion, to raise a question con- 
cerning the practical utility of these results. How do they 
influence the administration of digitalis? If the tolerance 
of children is about 50% greater than that of adults, does 
it indicate that a child should always receive a 50% 
larger dose than an adult? It is unwise to utilize these 
results in this way, for the 50% larger dose represents 
an average, while the physician treats an individual. It 
may be seen in the charts that individual patients show 
marked variations, these being in some cases as great or 
even greater than the variation in tolerance found to exist 
between the values representing the average for a group. 
For example, we have the record of one child who, at the 
age of 8, showed no change in the RT-T segment after 
receiving 3.2 wg. per pound of body weight and showed a 
clear-cut change after receiving 4.0 ng. per pound of body 
weight; another example is the record of an adult at the 
age of 51, in whom a dose of 12.6 »g. per pound of body 
weight was necessary to produce a change in the RT-T 
segment. Clearly, therefore, the results with any one pa- 
tient may prove misleading. The fact, however, remains 
that the use of a sufficient number of subjects and doses 
and appropriate statistical analysis of the data leave be- 
yond reasonable doubt the inference that children require 
somewhat larger doses than adults for the same effect. It 
is also worth bearing in mind that the difference in toler- 
ance is not great, and, in the application of the results to 
the clinical use of digitoxin in children, the indications 
are that, calculated on the basis of body weight, the use 
of somewhat larger doses in children than in adults would 
be favorable. 

SUMMARY AND CONCLUSIONS 


Adults and children received digitoxin orally in similar 
doses on the basis of body weight. Each patient received 
an average of three doses differing by 25%. The effect 
that was measured was the percentage of patients show- 
ing a change in the RT-T segment of the electrocardio- 
gram. The method required the inspection of the electro- 
cardiogram leads 1 and 2 of two controls taken 24 hours 
apart and a similar inspection of a tracing taken 24 hours 
after administration of each dose of the drug. The inspec- 
tion of the tracings was made by the “blind test,” the 
electrocardiograms having been mounted on a card with 
the legend on the back, the identity remaining unknown 
to the reader. The reader did not determine the amount 
of change. He was required only to decide whether the 
particular tracing showed a change in the RT-T segment. 

The results are based on 217 doses administered to 
71 adults, 170 doses administered to 54 children, and the 
analysis of 2,322 electrocardiograms. The results yielded 
a series of doses differing by 25% and a corresponding 
series of percentages of patients showing a change. One 
was plotted against the other in the case of adults; this 
was done similarly for children. A comparison of these 
curves showed the relative tolerance of adults and chil- 
dren to digitoxin. The results showed that, when the dose 
is calculated on the basis of the body weight, children 
require about 50% more digitoxin by oral administration 
than adults for the production of a similar effect. 
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THE FREQUENCY OF FUNCTIONAL HEART DISTURBANCES 


A STUDY OF 1,000 CONSECUTIVE PRIVATE CARDIAC PATIENTS 


Arthur M. Master, M.D., New York 


The present report is limited solely to a study of the 
frequency of “functional disturbances” of the heart and 
to a consideration of their clinical importance. Their 
mechanism and treatment are not discussed, though the 
early recognition and proper treatment of these disturb- 
ances are very important. Neither is consideration given 
to the common superimposition of functional disturb- 
ances on organic heart disease, which may be aggravated 
thereby and often cannot be effectively treated until the 
functional element is overcome. 

One should not consider functional disturbances un- 
important merely because they are not organic in origin. 
Too often the mental and physical distress caused by 
functional heart disease results in either partial or total 
disability, and too often it causes a disruption of the 
family and social life of the patient. The term disturbance 
is purposely used in preference to the word disease. “Dis- 
ease” has a serious connotation to many people, and its 
use should be avoided, especially in the diagnosis of func- 
tional conditions, since it may tend to aggravate the men- 
tal and nervous strain under which such patients may be 
laboring. 

Though the literature is replete with discussions on 
cardiac neuroses, very little has hitherto been written 
concerning the frequency of functional disturbances of 
the heart. Many excellent standard textbooks on heart 
disease—Christian,' Friedberg,? Levine,* and White 
do not discuss “functional disturbances” as such. Instead, 
“cardiac neurosis,” “neurocirculatory asthenia,” “psy- 
choneurosis,” and “paroxysmal rapid heart action” are 
considered as specific entities rather than as subdivisions 
of a large functional disturbance group of allied condi- 
tions. Even these specific entities are usually treated as if 
they were of minor significance. In 1934 Craig and 
White ° analyzed the diagnoses made in 3,000 patients 
(drawn equally from hospital services and from general 
and consultation practice) who had presented cardiac 
symptoms and signs. Five hundred and seventy-nine of 
the 3,000 (19.3% ) were found to have “unimportant 
functional circulatory abnormalities.” Of the 579 pa- 
tients in this group, 52.3% had effort syndrome or neuro- 
circulatory asthenia, 19.6% had functional systolic mur- 
murs, 14.1% had premature contractions, 13.5% had 
paroxysmal tachycardia, and 0.5% had pronounced sinus 
arrhythmia. In 1936 Jukes * reported on 300 patients 
who had come to him for a cardiac consultation. One 
hundred and fourteen of them (38% ) showed no organic 
lesion. This figure is almost identical with that (38.2% ) 
found in the present study. In 1937 Menninger * thought 
that 20 to 50% of the patients who consult physicians 
for presumable cardiac disorders have no organic lesions. 
He was impressed by the fact that only 1 of 50 papers 
on “cardiac neurosis” mentioned the frequency of func- 
tional disturbances. Menninger * cited the report of P. W. 
Morgan, who found that 26% of 260 “heart cases” 
showed no organic disease. In 1947 Toro Villa * esti- 


mated that 50% of all persons consulting the cardiac 
specialist have no “cardiocirculatory abnormalities.” 
Thus, a review of the sparse literature on the subject 
clearly reveals that functional heart disturbances are 
common (20 to 50%) among patients who present 
themselves because of cardiac symptoms and signs. 


MATERIAL AND PROCEDURE 


One thousand patients, seen consecutively in consul- 
tation between 1946 and 1948, were studied. Three- 
fourths of the patients lived in New York City. The re- 
mainder came from 25 states in the Union and from 
Canada, Central America, South America, Puerto Rico, 
the West Indies, Hawaii, and South Africa. In each case 
a physical examination and a fluoroscopy were done, a 
chest teleoroentgenogram was taken, and a 12-lead elec- 
trocardiogram was recorded (i. e., the three standard 
limb leads, the unipolar extremity leads, aVR, aVL, and 
aVF, and the unipolar precordial leads, V, through Vz). 
When the resting electrocardiogram was normal, the 
standard “2-step” exercise test was performed; if this 
was negative, the double “‘2-step” exercise electrocardio- 
gram was taken.® A 10% oxygen test was performed on 
100 of the patients. Whenever necessary, appropriate 
laboratory studies were made: e. g., urine examinations, 
complete blood cell counts, and determinations of the 
sedimentation rate, the blood urea, cholesterol, and 
sugar levels, the circulation time, and the venous pres- 
sure. (A follow-up study, since 1946, has confirmed the 
nonorganic character of the illness in those cases in which 
a diagnosis of a functional heart disturbance has been 
established.) In a great many instances, when these rou- 
tine investigations produced no evidence of organic heart 
disease, further roentgen examination often revealed gall- 
bladder disease, duodenal ulcer, diaphragmatic hernia, 
and cervical and upper dorsal spondylitis. The diseases 
discovered by these subsequent roentgen studies were 
circumstantial but confirmatory evidence of the absence 
of organic heart disease and of the presence of a func- 
tional heart disturbance.*° 
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‘RESULTS 
Of the 1,000 patients examined consecutively, 618 
(62% ) suffered from organic heart disease and 382 
(38%) from functional heart disturbances (table 1). 
This group of 382 patients forms the basis of this report. 


TABLE 1.—Analysis of Diagnoses in 382 Cases of Functional 
Heart Disturbance 


Diagnosis No. of Cases % 

Chest pain (chief complaint).............. 171 45 
Paroxysmal tachycardia................... 50 13 
Neurocireulatory asthenia.................. 48 13 
12 3 
wes 53 14 


Sex.—Of the 382 patients with functional heart dis- 
turbances, 289 were male and 93 female, a ratio of 3 to 
1 (table 2). This ratio was essentially the same as that 
found in the patients with organic heart disease. In the 
group in which chest pain was the principal complaint 
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functional heart disturbances, chest pain was the present- 
ing symptom and the chief complaint. In 72 of the re- 
maining 211 patients, who were found to suffer from 
other functional entities, pain was also present (table 3). 
It occurred in 21 of the 50 patients with paroxysmal 
tachycardia, in 30 of the 48 with neurocirculatory asthe- 
nia, in 8 of the 13 with anxiety neurosis, in 2 of the 18 
patients who had premature beats, in 1 of the 17 with 
hypertension, in 1 of the 12 with murmurs, and in 9 of 
the 53 patients with miscellaneous disturbances. Pain or 
pressure in the chest thus occurred in 243 (64% ) of the 
382 patients studied. Its frequent presence in cases of 
functional disturbance of the heart is, therefore, clinically 
significant. 

Characteristically, the pain in functional heart dis- 
turbances is different from the anginal pain caused by 
coronary artery disease, but occasionally they resemble 
each other. In angina the typical substernal or precordial 
pain or pressure is related to effort, meals, excitement, 
and cold and is relieved by nitroglycerin. Anginal pain 
often radiates to the back, the left shoulder and arm, the 
neck, and the jaw. In a sampling of 32 of the 171 func- 


TABLE 2.—Distribution by Diagnosis, Age, and Sex of 382 Patients with Functional Heart Disturbances 


Neuro- 
All Paroxysmal circulatory 
Diagnoses Chest Pain Tachycardia Asthenia 
A 


Age 


M F Total Total M F Total 


Group M F Total M F 
1-19 14 5 19 1 0 1 1 0 1 1 1 2 
20-29 1 12 27 3 1 + 2 3 5 4 4 8 
30-39 54 26 80 24 7 #631 .& 10 4 “4 
40-49 9 26 = 121 46 UW 60 7 6 13 14 2 16 
50-59 37 845 5 10 8 
60-69 36 8 44 3 3 2 4 1 5 0 oO 0 
70-79 6 60 6 3 (OO 3 1 0 1 0 oO 0 
80-89 1 0 1 1 0 1 0 0 0 0 Oo 0 
Total 289 93 382 33 «171 30 20 50 3% 12 48 

(100%) (45%) (138%) (13%) 


Anxiety Premature Miscellaneous 
Neurosis Beats Hypertension Murmurs Diagnoses 

F Total M F Total M F Total M F Total M F Total 

0 0 0 1 1 0 0 0 6 2 8 5 1 6 

0 0 0 1 1 1 1 2 0 2 2 5 0 5 

4 5 3 2 5 1 1 2 1 0 1 4 3 7 

0 7 3 0 3 3 1 4 1 0 1 14 3 7 

1 1 2 1 3 6 0 6 0 0 0 ll 0 

0 0 3 0 3 0 3 3 0 0 0 6 1 7 

0 0 2 0 2 0 0 0 0 0 0 0 0 0 

0 0 0 0 0 0 0 0 0 0 0 0 0 0 

5 13 13 5 18 ll 6 17 8 4 12 45 8 338 

(3%) (5%) (4%) (3%) (14%) 


the ratio was 4 males to 1 female, in those with paroxys- 
mal tachycardia it was 1% to 1, in the patients with 
neurocirculatory asthenia it was 3 to 1, and in those with 
anxiety neurosis the ratio was 1/2 to 1. 

Age.—Functional disturbances of the heart were 
found to occur most frequently in the fifth decade of life 
(40 to 49 years), there being 121 patients in this group. 
Eighty-four of the patients were in the 50 to 59 year age 
group, and 80 in the 30 to 39 year group (table 2). The 
majority of these functional cardiac patients were under 
50 years of age. Of the 618 patients who suffered from 
organic heart disease, the largest number was between 
50 and 59 years of age, the next between 60 and 69, and 
the third between 40 and 49. The majority of patients 
with arteriosclerotic or hypertensive heart disease were 
thus much older (over 50 years of age) than those with 
functional cardiac conditions. 

Functional Disturbance.—Pain: Of the 382 patients, 
171 complained mainly or solely of pain or pressure in 
the chest (table 1); thus, in almost half the groups with 


11. Master, A. M.; Dack, S.; Stone, J., and Grishman, A.: Differential 
Diagnosis of Hiatus Hernia and Coronary Artery Disease, Arch. Surg. 
54: 428 (April) 1949. 

12. Walters, M. B., and Master, A. M.: The Relationship Between 
Biliary Tract and Coronary Artery Disease, Surg., Gynec. & Obst., 94: 
152 (Feb.) 1952. 


tionally affected patients, whose chief complaint was 
chest pain, it was found that the pain—its site, type. 
radiation, and relationship to excitement or effort—was 
often indistinguishable from that of angina pectoris. In 
4 of these 32 patients nitroglycerin even relieved the pain. 
In only 16 was the pain unrelated to any precipitating 


TaBLE 3.—Frequency of Chest Pain in 382 Cases of Functional 
Heart Disturbance 


Diagnosis Pain No Pain 
Pain (chief complaint).................. Seucounes 171 0 
Paroxysmal tachycardia 21 
Neurocirculatory asthenia ....................- ua 30 
9 


16 
11 
44 


factor. Functional cardiac pain, therefore, may result 
from exertion, excitement, or eating and may be relieved 
by nitroglycerin. This has been found to be true also in 
cases of hiatus hernia," gallbladder disease,'* and peptic 
ulcer. The classical quality and distribution of the chest 
pain, therefore, is not infallible evidence of the presence 
of organic heart disease. 
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Paroxysmal Tachycardia: In 50 (13%) of the 382 
patients, paroxysmal tachycardia was the major finding 
(table 1). It was second in frequency among the func- 
tional disturbances of the heart, with chest pain or pres- 
sure ranking first. Functional disturbances tend to over- 
lap each other. When a paroxysmal tachycardia was 
found in a patient, he was diagnosed, and classified, as 
suffering from that particular disturbance, although at 
the time he may also have had a chest pain, a mild hyper- 
tension, a neurocirculatory asthenia, or an anxiety neur- 
osis. The chief complaints of the patients with paroxys- 
mal tachycardia were rapid heart or palpitation, fluttering, 
or pounding of the heart. Occasionally pain in the chest 
was the primary symptom; rarely, dizziness. One patient 
with no complaint desired to be examined because a phy- 
sician had found a paroxysmal auricular tachycardia. 

In most of these patients the rapid heart action was 
sudden in onset; often, but less frequently, the attack also 
subsided suddenly. In only 10 of the 50 patients was the 
type of tachycardia established by me electrocardio- 
graphically—paroxysmal auricular or nodal tachycardia, 
or paroxysmal auricular fibrillation or flutter. In another 
10 patients the family physician had obtained electro- 
cardiographic evidence of the disturbance present. The 
history obtained in each of the 30 remaining patients 
was so clear, however, that there was little doubt as to 
the diagnosis of paroxysmal tachycardia despite the 
absence of confirmatory electrocardiographic findings. In 
10 of the 30 the history and other clinical evidence suz- 
gested the presence of paroxysmal auricular fibrillation 
or flutter. In no instance was a definite diagnosis of parox- 
ysmal ventricular tachycardia made. In two patients oc- 
casional ventricular premature beats were observed in 
the electrocardiogram, and it is possible that these two 
had paroxysmal ventricular tachycardia. 

Twenty-one (42% ) of the 50 patients with paroxys- 
mal tachycardia also complained of chest pain (table 3). 
Occasionally the pain was a pressure tightness across the 
chest; rarely did it radiate to the left arm; and in some 
cases the pain was related to exertion, meals, or excite- 
ment. In one patient the pain was relieved by nitro- 
glycerin. In general, the symptoms of paroxysmal tachy- 
cardia were not unlike those of neurocirculatory asthenia, 
i. e., palpitation, rapid heart, pounding of the heart, pain 
in the heart, or pressure in the chest. In both conditions 
the heart, on x-ray examination, was commonly found 
to be small. Nineteen of the patients had small hearts '*; 
in six of these a secondary diagnosis of neurocirculatory 
asthenia was made. 

Premature Beats: Eighteen patients (5%) com- 
plained of premature beats (table 1). Many others also 
had premature beats, but in these 18 persons there was 
an awareness, directly or indirectly, of an unusual beat 
or thump of the heart. The patients sought examination 
because of palpitation or irregular beats of the heart or 
because they had been told on routine physical exami- 
nation by a physician that they had skipped beats, pre- 
mature beats, or extrasystoles. Five of the 18 patients 
complained chiefly of skipped or irregular beats, 5 of 
palpitation, 3 of fatigue, 2 of shortness of breath, and 1 
each of dizziness, nervousness, and flutter. Pain in the 
chest occurred in only two patients (table 3), and in one 
of these the pain was relieved by nitroglycerin. 
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Neurocirculatory Asthenia and Anxiety Neurosis: 
Both neurocirculatory asthenia and anxiety neurosis 
were listed as such, unless a paroxysmal tachycardia was 
present. Forty-eight (13%) of the 382 functionally af- 
fected patients suffered from asthenia and 13 (3%) 
from the neurosis (table 1). The patient with neurocir- 
culatory asthenia is nervous, has cold moist hands, and 
makes cardiac and gastrointestinal complaints. He is 
aware of either a palpitation of the heart or a rapid heart, 
occasionally his blood pressure is slightly elevated, and 
very frequently he has chest pain. He often suffers from 
spastic colitis and digests rough food with difficulty. He 

ecomes nauseated easily, readily succumbing to airsick- 
ness or seasickness. He often cannot drink as much coffee 
or liquor as the average person or smoke as much to- 
bacco. He reacts to infection with more symptoms and 
recovers less quickly. On x-ray examination a small 
heart is often found, establishing the so-called “small 
heart syndrome.” '* Such a person is constitutionally in- 
adequate and cannot tolerate mental, emotional, or phys- 
ical strains as well as his associates. He often evidences 
in childhood a dislike for physical exertion and is apt to 
turn to sedentary pursuits; however, he may be very ac- 
tive and perfectly normal until later in life, when an un- 
usual mental or physical strain precipitates the functional 
disturbance with its chain of symptoms. 

Thirty of the 48 patients with neurocirculatory asthe- 
nia and 8 of the 13 with anxiety neurosis (more than 
half ) complained of pain in the chest (table 3). The chest 
pain was often similar to that occurring in the anginai 
syndrome due to coronary artery disease. Thus, eight of 
the patients with neurocirculatory asthenia complained 
of pain radiating to the left shoulder and arm. In an equal 
number the precipitating factor was effort and/or excite- 
ment. In two patients the pain was relieved by nitroglyc- 
erin. It is often difficult to differentiate neurocirculatory 
asthenia from an anxiety state. When a patient was ob- 
viously psychoneurotic, he was classified in the anxiety 
neurosis or anxiety state group. Such a patient often has 
a morbid fear of heart disease, of being or becoming an 
invalid, and of sudden death. He dares not exert himself, 
is often panicky, and cannot continue to work for a long 
period of time. He requires almost continuous reassur- 
ance as well as other types of treatment, and he often be- 
comes a burden to his family and to society. The patient 
with neurocirculatory asthenia, on the contrary, does not 
live in constant apprehension, nor does he have a morbid 
fear of sudden death. His symptoms and complaints are 
real. He is uneasy and is concerned with his physical ail- 
ment. He therefore seeks to discover its cause. The ill- 
ness of the person with neurocirculatory asthenia is 
mostly physical; that of the patient with anxiety neurosis 
is largely mental. 

Hypertension: Seventeen patients (4% ) had hyper- 
tension (table 1). They sought the consultation solely 
because of the alarm over a high bood pressure that had 
been found on routine physical examination. They were 
considered to have a functional heart disturbance because 
they were asymptomatic. The function of the heart ap- 
peared to be entirely normal. In no case was the heart ob- 
served to be enlarged on x-ray examination. The resting 


13. Master, A. M.: Neurocirculatory Asthenia Due to Small Heart, 
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electrocardiograms, as well as the “2-step” exercise 
tracings, were normal. All of these patients had no signif- 
icant complaints; however, one of them stated, after ques- 
tioning, that he did have a slight chest pain (table 3). 

In 15 of these 17 patients the blood pressure was 
normal or elevated only slightly, i. e., if the customary 
limits for hypertension are used as criteria (150 to 160 
mm. Hg systolic and 90 to 100 mm. Hg diastolic). One 
patient had a blood pressure ranging between 134/84 
and 152/96 mm. Hg, another between 132/80 and 
136/94 mm. Hg, and still another between 128/74 and 
136/90 mm. Hg. In one patient it was as low as 108/72 
and 112/74 mm. Hg. In five patients the blood pressure 
was always normal. In 2 of these 17 patients the arterial 
tension was distinctly elevated. It would be considered 
high under any accepted definition of hypertension, for 
in one instance the readings ranged between 170 and 212 
mm. Hg systolic and between 100 and 146 mm. diastolic, 
while in the other they varied from 190 to 204 mm. Hg 
systolic and from 110 to 130 mm. Hg diastolic. My asso- 
ciates and I have stressed the necessity of liberalizing or 
raising the currently accepted limits of “hypertension,” 
allowing for variations due to age and sex.'* If these new 
limits of hypertension are used as criteria, only 7 of this 
group of 17 patients would be considered hypertensive. 
None of these 11 men and 6 women had any significant 
complaint, however, and all had excellently functioning 
hearts. 

Murmurs: Twelve (3% ) of the 382 patients came for 
examination solely because they were concerned about a 
heart murmur (table 1). Chest pain was present in one of 
the 12 (table 2). The physical examination, teleoroent- 
genogram, fluoroscopy, 12-lead resting electrocardio- 
gram, and standard and double “2-step” electrocardio- 
grams were all normal. A follow-up study of all these 
patients confirmed the functional character of the dis- 
turbance. In none was a grade 3 murmur found.'* Usu- 
ally the murmur was faint, and in all 12 instances it was 
systolic in time. 

Miscellaneous: There were 53 patients with miscel- 
laneous functional disturbances, such as shortness of 
breath, palpitation of the heart, dizziness, cough, and 
fatigue (table 1). The patient’s main concern was 
whether the symptoms were caused by heart disease. The 
shortness of breath proved to be due to bronchial asthma, 
chronic bronchitis, or emphysema or to be of purely 
nervous or psychogenic origin. On close questioning of 
the patient the complaint was usually found to be a sigh- 
ing rather than an actual shortness of breath. Among the 
patients in this miscellaneous group were some whose 
electrocardiogram had’ previously been misinterpreted. 
For example, a diagnosis of dextrocardia or coronary 
artery disease may have been made from the electrocar- 
diogram as a result of an inadvertent interchange of the 
lead I and II electrodes. Further, an elevated RS-T seg- 


14. Master, A. M.; Dublin, L. I., and Marks, H. H.: The Normal Blood 
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(Aug. 26) 1950. Master, A. M.; Goldstein, I., and Walters, M. B.: New and 
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1944. 
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ment, a perfectly normal finding, may have been thought 
to indicate coronary disease, particularly when pain or 
pressure in the chest was present. 


SUMMARY AND CONCLUSIONS 


1. In referring to heart conditions in patients who 
show no organic lesion, the expression functional “dis- 
turbance” is preferable to functional “disease.” 

2. The frequency and magnitude of the problem of 
functional heart disturbances need emphasis. Of 1,000 
consecutively examined patients in consultation practice, 
382 were found to be suffering from functional “disturb- 
ances” of the heart. Since the beginning of this study it 
has been possible to follow up these cases for from three 
to five years and to confirm the established diagnosis. 

3. Of the 382 patients, 289 were male and 93 female, 
a ratio of 3 to 1. The majority were under 50 years of age. 
whereas the majority of patients with arteriosclerotic 
heart disease are over 50. 

4. Pain or pressure in the chest was the most common 
condition. It affected 243 (64%) of the patients, oc- 
curring alone in 171 and in conjunction with other func- 
tional disturbances in 72 others. Occasionally the chest 
pain was indistinguishable from that of coronary disease; 
it was substernal in location, radiated down the left arm, 
was precipitated by effort, and was relieved by nitroglyc- 
erin. Conversely, the pain in organic heart disease was 
occasionally atypical. Any chest pain unrelieved by nitro- 
glycerin was usually not caused by coronary artery dis- 
ease, although there were a few exceptions to this rule. 

5. In general, the symptoms found in functional car- 
diac states are very similar to those encountered in or- 
ganic heart disease. This applies particularly to shortness 
of breath and to palpitation. 

6. Paroxysmal tachycardia was found in 50 patients. 
premature beats in 18, neurocirculatory asthenia in 48, 
anxiety neurosis in 13, hypertension in 17, and murmurs 
in 12. Fifty-three of the patients were classified in a mis- 
cellaneous group. There was a frequent overlapping of 
the diagnoses. 

7. Chest pain was present in 42% of the patients with 
paroxysmal tachycardia. There was no definite instance 
of paroxysmal ventricular tachycardia. 

8. Approximately 60% of the patients with either 
neurocirculatory asthenia or anxiety neurosis complained 
of pain or pressure in the chest. 

9. The hypertension found was usually very mild. In 
seven instances the readings were high enough to be con- 
sidered hypertensive, even in accordance with the newly 
accepted higher limits of hypertension. The function of 
the heart, however, was normal in all of these patients. 

10. The functional murmurs were all systolic in time. 
In no instance was a grade 3 murmur found. 

11. Among the miscellaneous group, a misinterpreta- 
tion of the electrocardiogram was not infrequent. Sighing 
was often mistaken for shortness of breath by the pa- 
tients. 

12. The treatment of functional disturbances of the 
heart is very often unsuccessful. Recognition of their fre- 
quent occurrence will, it is hoped, lead to extensive re- 
search into the causes of these disturbances and to the 
discovery of methods for their prophylaxis and treatment. 
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It is the general impression of most observers who 
have had contact with large groups of patients given 
human albumin intravenously that homologous serum 
jaundice has not been seen following the use of this 
preparation. Experimental work by Gellis '* and his co- 
workers, who gave mixtures of albumin and known in- 
fected pooled plasma to human volunteers, seems to 
indicate that the heating for 10 hours at 60 C normally 
carried out in the process of albumin preparation is suffi- 
cient to inactivate the virus. In control studies using the 
same mixtures without heating, hepatitis was produced 
in three out of five volunteers, indicating that there is no 
antiviral activity in the albumin itself. Because of the 
unsolved problem of homologous serum jaundice follow- 
ing use of dried and even irradiated plasma and other 
blcod derivatives, more study of patients receiving hu- 
man albumin intravenously seems indicated. 


TABLE 1.—Course of Patients Receiving Infusions 


Peter Massa- Jewish 

Chil- Bent chusetts Memo- 
dren’s Brigham General rial 
Medical Hos- Hos- Hos- 


Group of Patients Center pital pital pital Total 
Total number studied.......... 81 109 39 . 237 
Excluded, died within 5 mo..... 26 40 4 4 4 


Excluded, cirrhosis, and other 
0 12 8 0 20 


Did not develop jaundice...... 52 52 16 4 124 
Received albumin only...... ( 7) (20) ( 2) (4) (33) 
Reeeived albumin with blood 

sees (45) (32) (14) (9) (91) 


Developed jaundice 
Received albumin only...... 0 0 0 0 0 
Received albumin with blood 
0 1 1 0 2 


Could not be loeated.......... 3 4 0 0 


An effort was made to determine the subsequent 
course of all patients given albumin intravenously in four 
Boston hospitals during the 18 month period from Jan. 
1, 1950, to June 30, 1951. The patients were identified 
by hospital blood bank records and from pyrogen test 
reports submitted to the Commission on Plasma Frac- 
tionation and Related Processes. Receipt of the albumin 
was verified from the patients’ hospital records, and their 
histories, physical findings, and laboratory studies were 
completely reviewed. Special attention was given to dates 
and types of other infusions of blood derivatives. In the 
case of patients followed regularly and closely by mem- 
bers of the hospital staffs concerned, the statement of the 
physician was accepted as to the patient’s subsequent 
course. Other patients were contacted by letter or tele- 
phone and, subsequently, in person, if they were living 
in greater Boston, or by form letter and questionnaire if 
living at a distance. Letters were also sent to the local 
physicians of all patients. Private patients were contacted 
only with permission of their physician concerned. 

All patients who died within five months of receiving 
the albumin were excluded from the study, although it 
Was ascertained that for none of these patients were there 
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findings suggestive of homologous serum jaundice. Also 
excluded were patients with chronic liver disease such as 
cirrhosis. Some of these patients were jaundiced prior to 
receiving the albumin, but it is known that further jaun- 
dice or other signs or symptoms suggesting serum hepa- 
titis did not develop in any of them. 

The group of 124 patients included in this study who 
were known not to have jaundice received a total of 668 
albumin infusions, an average of 5.4 infusions each. The 
average number of different lots received per patient was 
3.6. The maximum number of infusions given to a single 
patient was 97, including material from 92 different lots. 
Seventy-two (58% ) of the patients had only one or two 
infusions. As will be seen from table 1, 91 of the group 
of 124 received blood or plasma in addition to the 
albumin; the total number of blood transfusions involved 
was 501, an average of 5.5 for each of the 91 patients. 
Only six patients received plasma (all six were also given 
blood) totaling 18 units. 

In attempting to evaluate the results of the present 
survey, account must be taken of the fact that not all 
recipients of known infected material can be expected to 
contract homologous serum jaundice. Varying attack 
rates have been reported in “natural” experiments in- 
volving material not known to be infectious at the time 
of infusion, as summarized in table 2. Attack rates for 
various lots of serum and plasma range from 18% to 
100%, with an average of approximately 40%. Natural 
experiments involving other products, such as yellow 
fever vaccine, show lower rates, while higher attack rates 
have been usual in studies with human volunteers when 
material known in advance to be infectious was used. 
These higher figures (usually 40 to 100%) may be 
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1. (a) Gellis, S. S., and others: Chemical, Clinical, and Immunological 
Studies on the Products of Human Plasma Fractionation: Inactivation of 
the Virus of Homologous Serum Hepatitis in Solutions of Normal Human 
Serum Albumin by Means of Heat, J. Clin. Investigation 27: 239, 1948. 
(b) Cameron, J. D. S.: Infective Hepatitis, Quart. J. Med. 12: 139, 1943. 
(c) Oliphant, J. W.; Gilliam, A. G., and Larson, C. L.: Jaundice Follow- 
ing Administration of Human Serum, Pub. Health Rep. 58: 1223, 1943. 
(d) Neefe, J. R.; Stokes, J., Jr.; Reinhold, J. G., and Lukens, F. D. W.: 
Hepatitis Due to Injection of Homologous Blood Products in Human 
Volunteers, J. Clin. Investigation 23: 836, 1944. (e) MacCallum, F. O., 
and Bauer, D. J.: Homologous Serum Jaundice: Transmission Experiments 
with Human Volunteers, Lancet 1: 622, 1944. Paul, J. R.; Havens, 
W. P.. IJr.; Sabin, A. B., and Philip, C. B.: Transmission Experiments in 
Serum Jaundice and Infectious Hepatitis, J. A. M. A. 128: 911 (July 28) 
1945. (g) Havens, W. P., Jr.; Ward, R.; Drill, V. A., and Paul, J. R.: 
Experimental Production of Hepatitis by Feeding Icterogenic Materials, 
Proc. Soc. Exper. Bici. & Med. 57: 206, 1944. (h) Neefe, J. R.; Stokes, 
J., Jr., and Gellis, S. S.: Homologous Serum Hepatitis and Infectious 
(Epidemic) Hepatitis: Experimental Study of Immunity and Cross Im- 
munity in Volunteers: Preliminary Report, Am. J. M. Sc. 210: 561, 1945. 
(1) MacCallum, F. O.: Homologous Serum Hepatitis, Proc. Roy. Soc. Med. 
39: 655, 1946. (j) Stokes, J., Jr., and others: Methods of Protection 
Against Homologous Serum Hepatitis: Studies in the Protective Value of 
Gamma Globulin in Homologous Serum Hepatitis, J. A. M. A. 138: 336, 
(Oct. 2) 1948. (k) Blanchard, M. C., and others: Methods of Protection 
Against Homologous Serum Hepatitis: Inactivation of Hepatitis Virus SH 
with Ultraviolet Rays, ibid. 138: 341 (Oct. 2) 1948. 
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partly attributed to the constant close laboratory as well of carriers may be as high as 6% of the population; how- 


as the clinical scrutiny possible under such circum- ever, the average of 0.2% (table 3) appears to be more 
stances. As little as 0.001 to 0.1 cc. is probably sufficient consistent with the current rigorous screening of donors. 
to transmit the disease,’ and attack rates, as seen in table The albumin used in this study was for the most part 
2 and in studies with human volunteers, show only partial prepared from reconstituted American Red Cross dried 
correlation with death rates and with routes of adminis- plasma, roughly 4 units of plasma being required per unit 
tration, although death rates with small quantities of of albumin. Since the albumin was prepared in lots of 
innoculum, as in yellow fever vaccine,’ have been low. approximately 500 units of 25 gm. each, the number of 

The probable incidence of the hepatitis virus in the original donors represented in each unit is at least 2,000. 
donor population concerned can be determined by a The latter figure is probably too low, since not all of an 
backward calculation from the attack rates and pool sizes original plasma pool of 25 or 50 donations was neces- 
involved in studies of large series of blood and plasma sarily put into a single lot of albumin. From the estimated 
infusions. Several such surveys are summarized in table incidence of carriers in the donor population, it may be 
3. The percentage of infected donors as derived from calculated that a single lot of albumin probably contains 
studies with plasma is uniformly fairly close to the aver- material from at least one infectious donor. The results 


TABLE 2.—Attack Rates in Homologous Serum Jaundice 


Infectious Material Studied Recipients Jaundice Deaths 
Source of Information Date Nature Dose Route Type No. No. % No. % 
“Natural” experiments involving lots of serum or plasma known in retrospect to be infected 
Ministry of Health 174 1938 Measles immune serum ___.......... I. M. British children 100 37 37 7 19 
Propert 17 1938 Measles immune serum 4.5 ce. 8. C. British children 7 7 100 3 43 
Ministry of Health 1943 Measles immune serum _........ 8. C. Miscellaneous 109 41 38 20 
Measles immune serum 8.C. Miscellaneous 75 18 24 4 22 
Mumpsconvalescent plasma 14 ee. British soldiers 266 86 32 
Pooled serum Massive t. F. Arthritis patients 36 8 22 
Beeson * 1944 Mumps convalescent plasma 4-8 ce. British soldiers 147 66 45 ‘ 
Bradley t 1944 Pooled serum 0.1-0.3 ce. ce Miscellaneous 47 26 55 0 0 
Pooled serum nue I.D.+1.V Miscellaneous 9 5 55 0 0 
Spurling ¢ 196 Pooled plasma 250 ce.+ i. ¥. Miscellaneous 29 9 31 2 22 
Scheinberg °¢ 1917 Pooled plasma 250 ce.+ * A Miscellaneous 7 3 43 4/11 36 
Brightman 164 1947 Pooled plasma 250 ce.+ bY Miscellaneous 7 4 57 4/29 14 
Pooled serum 250 ee.+ Miscellaneous ll 2 18 
Coekburn § 1951 Pooled serum 5-30 ee. ‘. ¥. Miscellaneous 10 7 70 3 43 
860 319 = 37% 
“Natural” experiments involving miscellaneous infected material 
Luerman || 1885 Pooled human lymph Small Lm German workmen 1,289 191 15 : ‘a 
Barker * 1945 Yellow fever vaccine Small 8. C, U.S. soldiers 5,227 580 ll 1 0.2 
Parr 4 1945 Yellow fever vaccine Small 8. C. U.S. soldiers 5,000 1,004 20 ae 
Lesses $ 1951 Humanthrombin KX ...... Loeal Neurosurgical pa- 29 7 24 1/22 44 
tients 


* Beeson, P. B.; Chesney, G., and MeFarlan, A. M.: Hepatitis Following Injection of Mumps Convalescent Plasma: Reports from American Red 
Cross-Harvard Field Hospital Unit: Use of Plasma in the Mumps Epidemic, Lancet 1:814, 1944. 

+ Bradley, W. H.; Loutit, J. F., and Maunsell, K.: An Episode of ““Homologous Serum Jaundice,” Brit. M. J. 2:268, 1944. 

t Spurling, N.; Shone, J., and Vaughan, J.: The Incidence, Incubation Period, and Symptomatology of Homologous Serum Jaundice, Brit. M. J. 
23409, 1946. 

§ Cockburn, W. G.; Harrington, J. A.; Zeitlin, R. A., and Morris, D.: Homologous Serum Jaundice and Measles Prophylaxis, Brit. M. J. 2:6, 1951. 

|| Luerman, A.: Eine Ikterusepidemie, Berl. klin. Wehnschr. 22:20, 1885. : 

{ Parr, L. W.: Host Variation in the Manifestation of Disease, with Particular Reference to Homologous Serum Jaundice in the Army of the 
United States, Med. Ann. Dist. of Columbia 14:443, 1945. a 

t Lesses, M. F., and Hamolsky, M. W.: Epidemic of Homologous Serum Hepatitis Apparently Caused by Human Thrombin, J. A. M. A. (47:727 
(Oct. 20) 1951. 


age figure of 0.2%. Some surveys leading to much lower are given in the last column of table 3, and the average 
figures were based only on known cases of jaundice probability seems to be at least 98%. 
without requestioning of the other recipients * or involved With a 98% probability that any given lot of albumin 
frozen liquid plasma,’ in which viral activity is probably contains infectious material (25 gm. unit contains an 
less well preserved than in dried plasma. Sawyer,’ in average of 0.5 cc. from each original constituent plasma 
1944, requestioned a group of 367 donors and found a donation) and a theoretical attack rate of 40%, the 
history of jaundice in 23. He estimated that the incidence theoretical incidence of homologous serum jaundice 
among the 33 patients who received albumin only, with- 

2. Memorandum by Medical Officers of the Ministry of Health, Lancet out blood or plasma, should be 39%. Conversely, the 

3. Jaundice Following Yellow Fever Vaccination, editorial, J. A. M. A. probability that jaundice will not develop in a certain 
119: 1110 (Aug. 1) 1942. 

4. (a) Greenstein, N. M.; Barenberg, L. H., and Steinberg, D.: Rela- recipient 1S 61%. The probability of there being no cases 
tion of Homologous Serum Hepatitis to Prophylactic Injection of Human among 33 recipients is 0.61**, or 0.00000008. If albu- 
Dis. Child. 81: 218, 1951. pete x min could transmit the disease on the same basis as other 
Homologous Serum Jaundice Following Administration of Commercial i ikeli j re- 
Pooled Plasma: Report of Eight Cases Including Oue Fatality, New Eng  -™8¢€rial, the likelihood of finding no cases among 33 
land J. Med, 234: 181, 1946. : cipients would be less than 1 in 10,000,000. 

5. McGraw, J. J., Jr.; Strumia, M. M., and Burns, E.: The Incidence % 
of Post Transfusion Hepatitis, Am. J. Clin. Path. 19: 1004, 1949. Two cases were encountered of what was probably 

6. Sawyer, W. A. and others:. Jaundice. in Army Personnel in the homologous serum jaundice in view of the clinical course, 
meme laboratory findings, and apparent incubation periods (90 
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to 100 days and 97 days, respectively). Both of these 
patients were among the 93 who received blood in addi- 
tion to albumin. The first was a patient, aged 64, on 
whom neurosurgery had been performed and in whom 
human thrombin was utilized for hemostasis at the time 
of craniotomy. A 40% incidence of homologous serum 
jaundice was subsequently found to result from the use 
of this thrombin during the three month period precedinz 
the craniotomy, and this case may probably be attributed 
to human thrombin.’ The other patient, aged 41, who 
had ulcerative colitis, had 28 blood transfusions in addi- 
tion to a single unit of albumin. The lot of albumin in 
question was given to only one other patient in the 
present survey, who is known not to have contracted 
jaundice or given evidence of other suggestive findings. 
Fifteen of the 28 blood donors have been contacted, with 
negative results as to the donors and as to recipients of 
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tion,'* while flocculation and turbidity tests are allegedly 
of little screening value '*; however, after an interval of 
7 to 19 months from the original infusion, as in the 
present study, such studies did not seem justifiable or 
likely to be revealing in retrospect. 

Another problem is to separate infectious hepatitis 
from homologous serum jaundice. It is possible, of 
course, that either of the two cases of jaundice encoun- 
tered might actually be infectious hepatitis and the pre- 
vious infusions merely coincidental. There were no 
secondary cases among their contacts, a diagnostic point 
suggested by Grossman *” among others, but the impli- 
cation of this is limited when applied to only two patients. 
Despite earlier suggestions,'* it appears that available 
laboratory tests are not reliable differential criteria. Skin 
tests for infectious hepatitis, as described by Henle,'® 
were not done on either patient. 


No. of 
Author Year Material Infusions 
1943 Plasma or serum 50 | 
1944 Blood + plasma 110 || 
1946 Dried plasma 1,054 || 
1946 Dried plasma 501 
1947 Dried plasma 649 || 
1H7 Blood + plasma 2,443 
(if all eases due 949 
to plasma) 
1919 Large pool plasma 453 || 
Small pool plasma 418 || 
1949 Liquid pooled 2,351 
plasma 


Whole blood 1,284 || 
1949 Whole blood 6,210 
1949 Whole blood 1,372 


Cases of 


Jaundice No. of p (Caleulated) p’ (Caleulated) 
———_—_———_ Samples in of Infected of Infected 
No. % (i) Pools (s) Donor Albumin Lot 
9 18.0 || 250+ 0.0024 = 0.24% |! 0.992 = 99.2% | 
= 7.3 | 120+ 0.0017 = 0.17% || 0.964 = 96.4% || 
84 164 50 0.0008 = 0.08% 4 0.800 = 80.0% 4 
os 4.8 | 25-50 0.0026 = 0.26% | 0.994 = 99.4% || 
ll 0.45 
11 1.2 10-15 0.0021 = 0.21% 0.983 = 98.3% 
ot 11.9 || 300+ 0.0012 = 0.12% || 0.905 = 90.5% | 
7 1.7 || 10 0.0044 = 0.44 | 0.9998 = 99.98% |] 
10 0.43 8-12 0.0011 = 0.11; 0.890 = 89.0% 


Arbitrary average 0.002 = 0.20% 0.982 = 98.2% 


0 0 ql) 0 

22 0.35 q) 0.0088 = 0.88% 
1 0.07 (1) 0.0018 = 0.18% 
15 0.23 (1) 0.0058 = 0.58% 


* Morgan, H. V., 


and Williamson, D. A. J.: Jaundice Following Administration of Human Blood Products, Brit. M. J. t: 750, 1943. 


+ Steiner, R. E.: Five C “a? of Jaundice Following Transfusions of Whole Blood or Human Plasma, Brit. M. J. 1: 110, 1944. 
t Spurling, N.; Shone, J., and Vaughan, J.: The Incidence, Incubation Period, and Symptomatology of Homologous Serum Jaundice, Brit. M. J 


2: 409, 1946. 


|| Value probably too high for p and p’, as based on number of recipients, not on number of infusions (unknown), 
4 Value probably too low for p and p’, as other 493 recipients were not requestioned as to jaundice. 


s s 
plasma: p = 1— (1—2.5i) =1— V (Q—2.5i) 
blood: = 

albumin: p' = 1— (1 — p)2000 


blood given by them on other occasions. It is interesting, 
however, that the mathematical probability of at least 
one case of jaundice occurring from 501 blood trans- 
fusions, using Allen’s* incidence of 0.23%, is 0.692 
(69.2% ). 

The present survey is open to some criticism in that no 
cases of nonicteric hepatitis were detected. In other sur- 
veys,® the proportion of nonicteric hepatitis has ranged 
from zero to three times the incidence of hepatitis with 
jaundice. High proportions of nonicteric hepatitis have 
been usual in studies involving human volunteers who 
are under regular laboratory control. Repeated liver 
function tests during the potential incubation period were 
done on 21 patients in this series; all were negative. There 
is evidence that sulfobromophthalein (bromsulphalein® ) 
sodium, serum bilirubin,'® and (in the early stages) 
urine bilirubin and urobilinogen *' tests are valuable in 
the detection of nonicteric cases during the actual pos- 
sible incubation period. A high percentage of cholesterol 
esters is said to be the abnormal finding of longest dura- 


Basis of calculations (i used in decimal form, and average attack rate of 0.4 used): 
1 


The age distribution of the patients in the present study 
is given in table 4. It is apparent that in comparison with 
the population of Massachusetts (in 1949) the survey 
includes an excess of persons under 1 year of age and 
over 60. This to some extent is unavoidable in any study 
based on a hospital population, and its significance in the 
present group as compared with other surveys must be 
estimated with some caution. It is general opinion that 


7. Bering, E. A.: Personal communication to the authors. 

8. Allen, J. G.; Sykes, C.; Emerson, D. M., and Moulder, P. V.: 
Homologous Serum Jaundice and Its Relationship to Methods of Plasma 
Storage, J. Lab. & Clin. Med. 36: 796, 1950. 

9. (a) Neefe.™ (b) Footnote 2. (c) Scheinberg, I. H.; Kinney, T. D., 
and Janeway, C. A.: Homologous Serum Jaundice: A Problem in the 
Operation of Blood Banks, J. A. M. A. 134: 841 (July 5) 1947. (d) 
Barker, M. H.; Capps, R. B., and Allen, F. W.: Acute Infectious Hepa- 
titis im the Mediterranean Theater, Including Acute Hepatitis Without 
Jaundice, ibid. 128:997 (Aug. 4) 1945. (e) Havens, W. P., Jr., and 
Paul, J. R.: Prevention of Infectious Hepatitis with Gamma Globulin, 
ibid. 129: 270 (Sept. 22) 1945. (f) Horstmann, D. M.; Havens, W. P., 
Jr., and Deutsch, J.: Infectious Hepatitis in Childhood: A Report of 
Two Institutional Outbreaks and a Comparison of the Disease in Adults 
and Children, J. Pediat. 30: 381, 1947. (g) Webb, C. H.; Wolfe, S. G.; 
Lucas, R. T., and Anderson, C. E., Jr.: Acute Hepatitis in Children: 
Clinical Features and Laboratory Tests, South. M. J. 40: 340, 1947. 
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homologous serum jaundice is milder in persons under 
10 to 15 years of age than in adults and the proportion of 
nonicteric cases greater. This may partly account for the 
apparent lower case incidence among children reported 
in some surveys,’*® although contrasting high attack rates 
have been described in small groups of children receiving 
serum ‘* or exposed to infectious hepatitis.°‘ Because of 
its age distribution, the apparent incidence of hepatitis 
in this survey may have been slightly lowered artificially; 
however, of 33 patients who received albumin only, 3 
were under | year of age and only | other under 10. 

A possible effect on the potential infectiousness of 
albumin of the methods of handling and storage of the 
plasma raw material cannot be excluded. Most of the 
raw material for the albumin involved was dried plasma 
of considerable age, not irradiated, and more or less 
comparable to the material in Brightman’s study.'** 
There are several reports of jaundice following use of 
irradiated plasma,’* although the process may reduce the 
incidence. The experience of Allen* that no cases of 
jaundice resulted from use of 864 units of plasma stored 
at room temperature is of interest but difficult to apply 
to the present study. 

Because it is not definitely established to what extent 
patients with cirrhosis and similar liver disease may be 


10. Havens, W. P., and others: Factors Influencing Retention of Brom- 
sulfalein in the Blood of Patients with Viral Hepatitis, Am. J. Med. 
8: 591, 1950. 

11. Swift, W. E., Jr.; Miller, W. N.; Streitfeld, F. H., and Knowlton, M.: 
Symposium on Viral Hepatitis: An Evaluation of 2 Screening Tests for 
- Detection of Early and Sub-icteric Viral Hepatitis, Am. J. Med. 8: 
81, 1950. 

12. Gardner, H. T.; Swift, W. E.; Modica, M., and Levinton, L.: Serum 
Cholesterol and Cholesterol Esters in Viral Hepatitis, Am. J. Med. 8: 584, 
1950. 

13. Barker, Capps, and Allen.*« Neefe, J. R.; Gambescia, J. M.; Gard- 
ner, H. T., and Knowlton, M.: Symposium on Viral Hepatitis: Comparison 
of Thymol, Cephalin-Cholesterol Flocculation and Colloidal Red Tests in 
Acute Viral Hepatitis, Am. J. Med. 8: 600, 1950. 

14. Neefe, J. R.: Recent Advances in the Knowledge of “Virus Hepa- 
titis,’” M. Clin. North America 30: 1407, 1946. Green, P.: Some Sero- 
chemical Differences Between Homologous Serum Hepatitis and Infectious 
Hepatitis, Canad. M. A. J. 63: 365, 1950. 

15. Henle, G.; Drake, M. E.; Henle, W., and Stokes, J., Jr.: A Skin 
Test for Infectious Hepatitis, Proc. Soc. Exper. Biol. & Med. 73: 603, 
1950. 

16. (a) Brightman, I. J., and Korns, R. F.: Homologous Serum Jaundice 
in Recipients of Pooled Plasma, J. A. M. A. 185: 268 (Oct. 4) 1947. 
(b) Lehane, D.; Kwantes, C. M. S.; Upward, M. G., and Thomson, D. R.: 
Homologous Serum Jaundice, Brit. M. J. 2:572, 1949. (c) Oliphant, 
J. W.: Jaundice Following Administration of Human Serum, Bull. N. Y. 
Acad. Med. 20: 429, 1944. 

17. (a) Ministry of Health: On the State of the Public Health: Annual 
Report of the Chief Medical Officer of the Ministry of Health for the 
Year 1937, London, His Majesty’s Stationery Office, 1938. (b) Propert, 
S. A.: Hepatitis After Prophylactic Serum, Brit. M. J. 2: 677, 1938. 

18. Rosenthal, N.; Bassen, F. A., and Michael, S. R.: Probable Trans- 
mission of Viral Hepatitis, by Ultraviolet Irradiated Plasma, J. A. M. A. 
144; 224 (Sept. 16) 1950. Barnett, R. N.; Fox, R. A., and Snavely, J. G.: 
Hepatitis Following Use of Irradiated Human Plasma, ibid. 144: 226 
(Sept. 16) 1950. James, G.; Korns, R. F., and Wright, A. W.: Homol- 
ogous Serum Jaundice Associated with Use of Irradiated Plasma; Pre- 
liminary Report, ibid. 144: 228 (Sept. 16) 1950. 

19. Neefe, Stokes, Jr., and Gellis. MacCallum.t! Havens, W. P., Jr.: 
Experiment in Cross Immunity Between Infectious Hepatitis and Homolo- 
gous Serum Jaundice, Proc. Soc. Exper. Biol. & Med. 59: 148, 1945. 
Havens, W. P., Jr.: Immunity in Experimentally Induced Infectious Hepa- 
titis, J. Exper. Med. 84: 403, 1946. 

20. Fox, J. P.; Manso, C.; Penna, H. A., and Para, M.: Observations 
on the Occurrence of Icterus in Brazil Following Vaccination Against 
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Immune Serum Globulin as a Prophylactic Agent Against Homologous 
Serum Hepatitis, Am. J. M. Sc. 213: 53, 1947. 
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susceptible to homologous serum jaundice, persons in 
this group were excluded from the statistics, as was one 
patient with a history of previous serum hepatitis. Pa- 
tients with past infectious hepatitis were included, how- 
ever, as it seems well established that there is no cross 
immunity.’ Possible increased susceptibility due to 
nutritional or other debility may be a significant factor, 
as suggested by Fox,*° but should be no more important 
in this survey than in others, which were also largely 
based on hospitalized persons. Because of evidence that 
gamma globulin exerts some protective action against 
subsequent serum hepatitis, as reported by several au- 
thors,”' the patients were questioned on this point. So far 
as can be ascertained, none of them had such injections 
between the time of the albumin infusion and the proba- 
ble expiration of the incubation period (150 days). 
Previous reports on the occurrence of homologous 
serum jaundice following injection of a wide variety of 
blood derivatives have all shown incubation periods uni- 
formly falling within a range of 30 to 150 days, with only 
rare exceptions. It is conceivable that albumin could 
transmit serum hepatitis with a longer incubation period; 


TABLE 4.—Age Distribution of Patients 


Popu- 
lation of 
Massa- 
Patients, Infusions, chusetts, 
70 
2.5 (3.5) 7.1 
3.3 (0.8) 8.2 
10.7 (11.1) 11.2 


23.2 (19.6) 12.8 


however, of the 124 nonjaundiced patients reported, a 
negative follow-up period of six months or more is sub- 
stantiated for 116 and of over one year for 64. 


SUMMARY 


The records of 237 patients receiving human albumin 
intravenously in four Boston hospitals during 1950 and 
the first half of 1951 are reviewed. After excluding those 
who died within five months of the infusion and those 
who had cirrhosis or other liver disease, there remain 33 
patients who received albumin only and 93 who received 
blood or plasma in addition to albumin. No case of homo!- 
ogous serum jaundice occurred in the former group. 
The mathematical probability of this disease failing to 
occur by chance alone is under 1 in 10,000,000, th: 
extremely low figure resulting from the large number o! 
donors involved in each lot of albumin. The latter group 
of 93 includes 2 probable cases of homologous serum 
jaundice, for which probable explanations other than the 
use of albumin are available. Factors affecting the reli- 
ability and interpretation of the results of this survey are 
discussed. The findings suggest that the use of human 
albumin intravenously does not carry the risk of homolo- 
gous serum jaundice that exists with the use of pooled 
plasma or serum and to a lesser extent with single dona- 
tion plasma or whole blood. 
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In recent years a great deal has been said and written 
about the problem of aging. It has been pointed out that 
the older persons among our population are increasing 
in number and in percentage of the total and that we 
are therefore facing serious economic, sociologic, and 
medical problems. This increase in the proportion of our 
population in the higher age brackets is attributed to 
three factors: (1) the virtual cessation of immigration 
nearly 30 years ago, (2) the long continued decline in 
the birth rate until the upturn that commenced about 
1936, and (3) the steadily increasing longevity of our 
people. 

The economic problem of providing for the aged has 
increased not only as a result of the growing number of 
older citizens and their proportion to the total but also 
because of the gradual change in our economy from that 
of a primarily agrarian to a highly industrialized nation. 
On the farm and in the village the aging citizens are 
usually able to adapt their employment to their declining 
health and vigor. In industry such an adjustment presents 
difficult problems of administration and labor relations. 
A great deal of earnest study, however, is being given 
to the problem of providing more employment oppor- 
tunities for the older persons who do not wish to retire 
from active work. 

It is estimated that by the end of this year there will 
be 13,150,000 persons in the United States aged 65 or 
over. This is just double the corresponding figure in 1930 
and more than four times that in 1900. The number of 
persons 65 or over was about 2.4% of the total popula- 
tion a hundred years ago. In 1900 it was 4.1%, and now 
it is about 8.3%. Significant as they are, these figures do 
not give a proper basis for appraising the economic 
problem of aging. As M. A. Linton * has recently pointed 
out, there are offsetting factors to the increasing propor- 
tion of older citizens. The economic problem of aging 
is the problem of dependency, and in that respect it is 
little different from the problem of youth. While the per- 
centage of persons over 65 has been increasing, the 
percentage of those under 20 decreased over many years 
until the big postwar crop of babies stopped this down- 
ward trend in 1948. As a result, the proportion of the 
population from ages 20 through 64 was on the increase 
from year to year until 1948, since when there has been 
a slight decrease. 

Another offsetting factor to the growing percentage of 
older persons is the increasing number of women in the 
labor force. In 1900, female workers represented only 
18% of the labor force; in 1950 the proportion had in- 
creased to 30%. If we compare the total population with 
the labor force, we find that in 1900 for each person in 
the labor force there were, on the average, approxi- 
mately 1.75 other persons dependent upon his produc- 
tion. By 1930 this number had dropped to 1.59 and by 
1950 to 1.40. Whether the recent upturn in the birth 
rate will result in an increase in this ratio of nonproduc- 
ing consumers to the producers remains to be seen, but 
since World War II we have had a larger percentage of 
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the total population included in the civilian labor force 
than at any previous time during the present century. 
Thus, the increase in the proportion of older persons 
and the problem of their dependency reflects but one - 
phase of the changing distribution of our population. 
From the viewpoint of national productivity, the de- 
crease in the number of children as a percentage of the 
total population and the increase in the number of em- 
ployed women have maintained a favorable balance 
between the labor force and those dependent upon it. 

Of the population aged 65 and over, about 44% of 
the men and 9% of the women were included in the 
labor force in April of 1951. Of the 13,150,000 persons 
aged 65 or over at the end of this year, it is estimated ' 
that slightly more than 6 million (46% ) will be receiving 
old age benefits or old age assistance, or both, from the 
government. About 3,850,000 (29%) will be either 
gainfully employed or dependent solely upon a gainfully 
employed spouse. Another 350,000 will be receiving 
railroad retirement or civil service retirement benefits, 
while the remaining 2,900,000 (22% ) will be living on 
private pensions, savings, or other resources. 

In approaching the growing problem of chronic dis- 
ease among the aged, the first step is to obtain an 
estimate or make an assumption as to the future number 
of aged citizens. This brings up the interesting but 
baffling problem of forecasting the population. Such 
forecasting involves assumptions as to birth rates, death 
rates, and migration; and since in the past there have 
been marked changes in all of these phenomena, demog- 
raphers no longer restrict themselves to a single fore- 
cast. They now calculate not only high and low but also 
intermediate forecasts. The actual developments have 
often exceeded even the “high” estimates. A forecast 
based on medium fertility and mortality, with no net 
change in migration, was published by the Bureau of the 
Census in 1947 in which it was indicated that a popula- 
tion of 150 million would not be reached until 1955. 
Actually, this number was exceeded in 1950. Earlier 
forecasts were even farther from the mark. In 1938 the 
bureau adopted a forecast that indicated a peak popula- 
tion in 1980 of about 153 million, after which the pop- 
ulation was expected to decline. According to recent 
estimates, we passed this predicted high-water mark 
more than a year ago, nearly 30 years sooner than ex- 
pected, and are currently adding to our population at the 
rate of about 3 million people a year. 

It may be thought that the problem of forecasting the 
number of persons 65 years of age or older would be 
simpler, since it may be presumed that migration would 
be a very small factor and since the birth rate is not in- 
volved unless we attempt to make a forecast of more than 
65 years into the future. Here, however, the forecasters 
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have had their problems also. For example, the 1947 
official forecast included a “high” estimate of 12,928,000 
persons aged 65 or over in 1955. It seems clear now that 
this number will be surpassed this year, at least three 
years ahead of the assumed time schedule. The medium 
estimate for 1955, according to this forecast, was passed 
sometime last year, four years ahead of expectation. 
These discrepancies between estimate and actuality are 


TaBLeE 1.—Frequency and Duration of Total Disability in 
Different Age Groups* 


Annual Number of Disabilities 
per 100 Persons 40 dD 70 
Lasting 90 OF 6 8 15 


Average duration of disability, months... 1.5 2.5 5.6 


* According to conference 2 modification of class III disability table. 


not mentioned here in criticism of those who have de- 
veloped these forecasts with painstaking care, for no 
Statistician could be expected to foresee the occurrence 
of a major war and its effects on population growth or 
the development of the lifesaving antibiotics and other 
advances in medical treatment. My purpose, rather, is 
to call attention to the limitations of the forecasting 
method and to caution against drawing firm conclusions 
from any such projections, however competently made. 

Having pointed out the factors of possible error in the 
field of population forecasting, I will quote a few figures 
from the forecasts used in 1950 by the Social Security 
Administration. Compared with estimates of 11,200,000 
to 11,400,000 persons aged 65 and over in 1950, the 
projected number in 1970 is between 15,900,000 and 
_ 18,500,000. In respect to the total population, these 
estimated figures range between 9.5 and 11.3%. A more 
recent forecast, projected only to 1960, suggests that 
18,500,000 persons aged 65 or over in 1970 may be the 
minimum rather than the maximum expectation for that 
year. 


TABLE 2.—Frequency and Duration of Disabling Illness 
by Age Groups* 


Age Group 


0-9 10-19 20-34 35-44 45-54 55-64 65-74 Over 


Annual number of disabling 
illnesses per 100 persons.... 134 62 49 50 


Annual days of illness per 


17 10 9 12 17 72 
Average duration of illness, 
13 16 19 23 35 52 7 136 


* Based on a sample study * in the eastern health district of Balti- 
more, 1938-1943. 


What does this increasing proportion and number of 
older citizens mean in terms of the amount of chronic 
disease? There is no precise answer to this question, since 
adequate statistics are not available; and, moreover, con- 
ditions are changing so rapidly that current information 
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tion of Class III Disability Table, Chicago, 1941. 

3. Collins, S. D.; Phillips, F. R., and Oliver, D. S.: Age Incidence of 
Specific Causes of Illness Found in Monthly Canvasses of Families: 
Sample of the Eastern Health District of Baltimore, 1938-1943, Pub. 
Health Rep. 66: 1227 (Sept. 28) 1951. 

4. Collins, S. D.: Age Incidence of Specific Causes of Illness Based on 
Records for 9,000 Families in 18 States Visited Periodically for 12 Months, 
1928-1931, Pub. Health Rep. 50: 1404 (Oct. 11) 1935. 


J.A.M.A., Sept, 20, 1952 


may be a rather poor guide to the future. There are, 
however, some statistics on the incidence and prevalence 
of sickness by age group that throw a little light on this 
subject. Insurance statistics based on male risks give in- 
formation on trends in sickness by age that, while not 
representative of the entire population, provide some 
indication of the relative frequency and duration of sick- 
ness in different age groups. Such information is con- 
tained in the disability table * that follows (table 1). 
These data indicate that the older persons do not have 
many more sicknesses than the younger adults but that 
the average duration of disability is much longer. This 
reflects an increase in the incidence of chronic illness 
with advancing age. 

Similar tendencies are shown by a study made by the 
Public Health Service in Baltimore * during the period 
1938 to 1943. The following figures (table 2) highlight 
the results of this study. Since they are based on a cross 
section of the population without regard to sex or insur- 
ability and are not limited to total disability, these Balti- 


TaBLE 3.—Incidence of Specific Diseases in Different 
Age Groups* 


Annual Case Rates per 1,000 


Age Group 
ats, 
65 and 
Diagnosis 35-44 Over 
Cerebral hemorrhage and paralysis............. 1 28 
Diseases of the circulatory system............. 31 168 
Diseases of kidney and urinary system......... 22 61 
Diseases of the prostate (per 1,000 males)..... 1 41 


* Based on a canvass * of families in 18 states, 1928-1931. 


more figures indicate more sickness than do the insurance 
data. They tell much the same story, however, namely, 
that the frequency of sickness among adults does not 
increase substantially with advancing age but that an 
increasing percentage of the cases of illness are chronic 
in nature and involve a lengthening duration of disability. 

On the basis of specific diseases, an earlier study by 
the Public Health Service * indicates how the changing 
incidence of chronic illness occurs. Although the data 
obtained from this study relate to a period more than 20 
years ago, since which time extensive changes have oc- 
curred in the treatment and control of many diseases, 
those illnesses listed below are probably still the chief 
causes of the increase in morbidity at the older ages. The 
more recent Public Health Service study in Baltimore 
produced very similar indications, but the data presented 
were not in a form to permit direct comparison with 
those shown in table 3. These rates exceed the frequency 
of illness shown in table 2, since each disease is counted 
whether it is the sole or a contributory cause of the illness. 
The diseases listed show an increase in frequency of 
384% from the first age group to the second, while all 
other diseases increased only 15%. 

From an economic viewpoint the problem of illness 
presents two aspects: (1) loss of earnings and (2) the 
expense of medical care. In considering the aged, how- 
ever, the problem of loss of earning power from dis- 
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ability must not-be confused with loss of earning power 
due to aging. To the extent that provision is made for 
retirement, the problem of income loss from disability 
after retirement is solved. The problem of medical care 
remains. The Baltimore survey data presented in table 2 
indicate that for persons in the age group of 65 to 74 the 
amount of disability is more than three times that for 
those at age 40, and for persons aged 75 and over it is 


TaBLE 4.—Comparison of Length of Hospital Confinement 
with Amount of Illness in Different Age Groups 


Age Group 
75 and 
35-44 45-54 55-4 65-74 Over 
Annual days of covered hospital confine- 
ment per person insured, excluding 
maternity confinement *................. 055 0.75 105 1.55 2.00 
100 136 191 282 364 
Average days of illness per person t...... 12 17 30 41 72 
100 142 250 342 600 


* Based on various insurance statistics. 
+ Based on the Baltimore study (see table 2). 


about six times that of the age 40 group. In terms of 
medical care the incidence of hospital utilization seems 
to follow rather closely that of disability. The following 
table, for instance, shows the trend in compensable hos- 
pital confinement under an insurance plan covering the 
first 28 days of hospitalization. It will be noted that the 
increase in the average number of days of confinement 
per capita is more gradual than the increase in the 
average amount of disability, but this difference may be 
due largely to the 28 day limit, which would affect very 
few patients at the younger ages but an increasing num- 
ber with advancing age (table 4). 

The experience of a large manufacturing corporation 
that has a hospital and surgical expense insurance plan 
for its retired employees indicates a hospital utilization 
by pensioners equal to three and two-thirds times that 
for active employees. Some of these pensioners were 
younger than 65, but the experience among the younger 
pensioners was about the same, probably because this 
group included a number of persons pensioned because 
of disability. Another indication of the trend in hospital 
costs by age was given by L. H. Pink, Chairman of the 
Board of the Associated Hospital Service of New York.’ 
He stated that in a test check of individual male sub- 
scribers, those who were over 65 accounted for only 
2.45% of the number of such subscribers but for 
11.82% of the claims, which indicated a utilization of 
hospital care by the older age group of over five times 
that by the younger. For women, the relative increase in 
medical care with age is normally less. It is probable that 
the incidence of hospital utilization by age is affected by 
limitations of facilities available for the care of chronic 
patients. Considering all of the evidence at hand, it seems 
reasonable to assume that the amount of hospitalization 
per capita of the age group 65 and over is roughly four 
times that of the younger group. 

It seems obvious that the requirements of physicians’ 
services will not increase with advancing age at the 
same rate as the time lost from illness. The elderly pa- 
tient, whose condition has become stabilized, may re- 
quire only minimal medical care over a long period of 
chronic invalidity as compared with the intensive treat- 
ment often needed by a younger person in an acute ill- 
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ness of short duration. ‘There is some statistical evidence 
in support of this conjecture. The incidence of medical 
service by age was investigated in the Public Health Serv- 
ice study of 1928 to 1931,° some of the results of which 
are presented in table 5. These data indicate that atten- 
dance by physicians on persons 65 and older is about 
two-thirds greater than that required by those in the 35 
to 44 age group and double that for all persons under 65. 
Comparing this with the relative amount of illness shown 
in table 2, it will be seén that the increase in medical care 
is not so great as the increase in illness. It has recently 
been reported * that under the health insurance plan of 
Greater New York the annual number of physicians’ 
visits per person was 3.5 among men aged 20 to 39 and 
4.9 among those aged 65 to 69. These averages are fairly 
consistent with the data in the table above, which, how- 
ever, reflects the situation over 20 years ago. While the 
frequency of surgery does not appear to vary greatly by 
age, it is probable that in the 65 and older age group the 
average case is more serious and involves greater ex- 
pense. The data shown and the assumption as to the 
changing character of surgery with advancing age suggest 
that physicians’ services required per capita for persons 
65 and over may be approximately double that required 
for those under 65. 

The above indications are rough and are based on 
somewhat meager data; moreover, the data on medical 
care reflects the actual treatment given, which may not 
bear a uniform relationship to the treatment needed. The 
results of a recent survey by the Prudential Insurance 
Company * among a portion of its employees indicate a 
sharper increase in the cost of hospital and medical care 
with advancing age than is implied by the data I have 
presented. By the method used, however, the Prudential 
sample also reflects an increasing per capita income, 
which has a distinct bearing on the amount of money ac- 
tually expended on medical care. 

As has been stated, no precise answer can be given as 
to the size of the problem of chronic illness among the 
aged and the amount of hospital and medical care re- 
quired. From the data at hand, however, we may be able 


TABLE 5.—Age Incidence of Medical Service by Age Groups* 


Age Group 


65 and Under 


0-9 10-19 20-34 35-44 45-54 55-64 Over 65 
Annual number of physi- 
cians’ visits per person 2.4 1.8 3.3 3.2 3.3 3.5 54 2.7 
Annual number of sur- 
gical procedures per 
8.3 6.0 7.3 6.3 446 4.8 6.1 6.8 
* Based on a canvass * of families in 18 states, 1928-1931. 


to develop some indication of the expected trend without 
forming any conclusions as to the absolute magnitude of 
the problem of the medical care requirements. For ex- 
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ample, assuming from these data that the per capita re- 
quirement of hospital care for persons aged 65 and over 
is four times as much as for those under 65, we then find 
that with 8.3% of our population at ages 65 and over 
this older group would be currently requiring 26.5% of 
the total of all hospital facilitites. If, in 1970, as is indi- 
cated by the high forecast, this older group comprises 
11.3% of the population, it will then require 34% of the 
total hospital facilities. On these assumptions, over the 
next 18 years the hospital service required by the aging 
may be expected to grow from 26.5% of the total re- 
quired for persons of all ages to 34% of the total. 

These figures suggest the future need of substantially 
increased hospital facilities for the aged who are chroni- 
cally ill. While more hospital construction will doubtless 
be required, however, there are offsetting developments 
and potentialities. For one thing, there is the possibility 
of more home care as a result of rehabilitative training 
of the disabled and handicapped in the activities of daily 
living. The home care program instituted by Dr. Blue- 
stone at New York’s Mountefiore Hospital points to 
another possible way of relieving the pressure of chroni- 
cally diseased persons on our general hospitals. Another 
favorable trend is the shortening of the average hospital 
stay in acute cases. As a result of the newer medicines 
and the now widely adopted practice of early ambulation 
following surgery, the average hospital stay in nongov- 
ernmental general hospitals has dropped to 8 days from 
an average of approximately 13 days 15 years ago. The 
gain from this reduction in the average stay, however, 
has been just about offset by the increased frequency of 
hospital admissions resulting, presumably, from the in- 
fluence of widespread hospital expense insurance and 
the changing attitude of the public toward the use of 
hospitals. 

By the approach just used in attempting to evaluate 
the impact of the growing population of older citizens 
on hospital requirements, we may also analyze the prob- 
lem of medical care. Assuming, on the basis of the data 
shown in table 5, that the per capita requirement of 
physicians’ services for patients 65 and over is twice that 
for all younger age groups, it would follow that the older 
group, comprising about 8.3% of the total population, 
now accounts for 15% of the total of all physicians’ 
services. If, by 1970, this group comprises 11.3% of the 
population, it would then account for 20% of the total of 
all physicians’ services, on the same assumption as to 
relative utilization. In my opinion these hypothetical 
figures do not suggest an insuperable or even a highly 
critical problem. They do indicate that we will need more 
physicians in the future than we now have and that a 
higher percentage of these should perhaps specialize in 
the care and treatment of the aging. However, the growth 
in the requirements for medical care of chronic disease 
among the aging will be a gradual one and one that can 
be met in an orderly way. 

All the aforementioned hypothetical computations of 
the proportion of medical care required at the older ages 
are presented not as forecasts but simply as the arith- 
metical results of certain assumptions that at present 
appear reasonable. I have shown how population fore- 
casts have failed in their predictive value due to events 
of great significance that could not possibly have been 


J.A.M.A., Sept. 20, 1952 


foreseen. It is also probable that any chart we attempt 
to draw of the course of chronic disease over the next 
10 or 20 years will prove to be far from the actual devel- 
opments. The problem is a complex one that involves 
more than the number of persons in the higher age group 
and the historical incidence of disease according to age. 
It is known that physical health is related to the state of 
mind and to economic factors and that the problem of 
chronic disease is related to all of the social and eco- 
nomic problems of the aged, their employment and 
manner of living, and their position in their families and 
in the community. As mentioned, efforts are being made 
to provide employment for the older persons who need 
or desire it. Also, programs of preretirement counseling 
are being developed by some employers and community 
agencies to aid employees in making an adjustment to 
retirement. There is much emotionalism involved in the 
current discussion of these subjects, but there is also a 
great deal of intelligent and conscientious thought being 
given to the special problems arising from the changing 
distribution of our population by age group and the tech- 
nological developments affecting our economy. 

Most important of all, chronic disease should not be 
looked upon as an irreducible problem to be met only 
by more and more medical care of the sick. Great strides 
are being made in two fields that directly attack this prob- 
lem with a view to minimizing it. In the development of 
rehabilitation and physical medicine, there is great hope 
that more and more of our citizens, young and old, can 
enjoy normal and useful lives despite irremediable im- 
pairments and incurable disease. On the other side of 
the picture is the field of preventive medicine in which 
the conquest of many infectious diseases through the use 
of antibiotics and other forms of medical treatment has 
been effected. The cardiovascular-renal diseases and 
cancer, which account for approximately 70% of all life 
insurance death claims, and other degenerative diseases 
continue to take their great toll in disability and death. 
More effort is being expended, however, in prevention 
through early diagnosis and in research into the problems 
of these diseases. 

Among the many research endeavors being carried on 
throughout our country, there is one program that is 
worthy of special note. In 1945 the Life Insurance Medi- 
cal Research Fund was organized by, and has since been 
financed by, the life insurance companies of this country. 
In its first six years, nearly $4,000,000 was made avail- 
able to medical schools and research centers in the United 
States, Canada, and four other countries. These funds 
have been applied to finance 164 different research proj- 
ects, all in the field of heart disease, including 34 studies 
of how the heart and circulation work, 26 research pro- 
grams in hypertension, 14 in rheumatic fever, 30 in arte- 
riosclerosis, 33 in heart failure and kidney malfunction, 
and 26 in the diagnosis and treatment of heart disease. 
This fund has also supported 165 research fellowships. 
These projects and the many more being conducted by 
other research agencies, private and governmental, give 
promise of reducing this great problem of chronic disease. 

While we await new discoveries and the acquisition of 
new knowledge to help meet the challenge of chronic 
disease, there is much that can be done in the field of 
preventive medicine through greater utilization of exist- 
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ing medical knowledge and techniques. The tools to be 
employed are education and motivation. Much is now 
being done regarding the early detection and treatment 
of tuberculosis and cancer as a result of the campaigns 
of public information conducted by doctors, by insur- 
ance companies through their national advertising, and 
by public health agencies. Also, a greater consciousness 
of the hazards of overweight has been developed by these 
same publicity and educational efforts. Education, how- 
ever, is not enough, for most people already know many 
rules of health they do not apply. The publicity must 
therefore be not only educational but also motivating. 
Entirely too much of the discussion about chronic 
disease has centered on the responsibility of government, 
of the medical profession, and of society generally to the 
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individual citizens in the field of health. While there is a 
social responsibility in the area of public health and a 
medical responsibility to provide adequate professional 
treatment, it should never be overlooked that, first and 
foremost, good health is the responsibility of each person 
to himself and to his family. Undue emphasis on social 
responsibility is apt to dull the sense of individual respon- 
sibility. 

The problem of chronic disease among the aged is a 
large one, but there are also great resources with which 
to attack it on three fronts: medical treatment of the ill, 
preventive medical care of the well, and research. The 
history of medical progress since the beginning of the 
century offers abundant reason for hope that many more 
of the chronic diseases may be brought under control. 


The treatment of recurrent periods of functional 
amenorrhea by low dosage x-ray dates from 1915, when 
Van de Velde ' first proposed it. Until that time, and 
admittedly even today, no other available nonsurgical 
method could relieve women apparently suffering from 
disturbed pituitary and ovarian function as manifested by 
delayed menstruation and sterility. 

Flatau and Thaler ' in Austria started using this treat- 
ment in 1921 and 1922, and the latter observed that 5 
out of 80 women with amenorrhea and oligomenorrhea 
treated by irradiation to the ovaries became pregnant. It 
was natural to associate delayed menstruation with ster- 
ility in these patients as part of the same underlying en- 
docrine deficiency or inhibition. I have observed this syn- 
drome in a sizable group of sterile women and found that 
only about 5 to 6% of those who were untreated could 
expect to become pregnant. 

In February, 1926, I reported, before the New York 
Obstetrical Society, 12 cases of sterility associated with 
habitual amenorrhea; 11 of the patients were relieved by 
x-ray therapy.* The first of these patients, who became 
pregnant following x-ray treatment in December, 1923, 
after one induced menstrual cycle, became a grand- 
mother in October, 1951. The medical history of the 
grandmother is of sufficient interest to merit a brief 
résumé. A 32-year-old nullipara consulted me on March 
10, 1923, for the relief of sterility of 14 years’ duration. 
(She had two infertile marriages, the first of eight years’ 
duration and the second of six years’ duration. ) Her sec- 
ond husband was 58 years old and had several grand- 
children by his first marriage. The patient’s menarche 
began when she was 13 years old, and the periods were 
habitually delayed from the onset for from three to six 
months. She was a tall woman whose genitals were some- 
what undersized; her hair distribution was distinctly mas- 
culine. Both ovaries were palpably enlarged and were in 
a lower than normal position. The abdominal wall was 
moderately pendulous. A physician who had treated her 
at various times for 12 years for sterility and infrequent 
menses believed her to be in the menopause. As treat- 


THIRD GENERATION FOLLOW-UP IN WOMAN RECEIVING 
PELVIC IRRADIATION 


1. C. Rubin, M.D., New York 


ment had thus far been ineffectual, I suggested that she 
be given “stimulating” x-ray treatments to her ovaries. 
Accordingly, she was given 1/10 of a skin erythema dose 
on Dec. 5, the same dose on Dec. 16. After amenorrhea 
of a year’s duration, uterine bleeding began on Dec. 20, 
and lasted four days. 

Menstruation was again delayed, but on Jan 31, 1924, 
the uterus appeared larger and softer than usual. On 
Feb. 14, the uterus was found to be still larger, and, on 
March 3, 1924, a definite diagnosis of a two months’ 
gestation was made. Quickening was felt May 12, 1924, 
and, on Oct. 7, 1924, a baby weighing 742 Ib. (3,402 
gm.) was delivered by cesarean section at the Woman’s 
Hospital, New York. 

Twenty-five years later, the young man consulted me 
at the suggestion of his mother with regard to marriage 
and the prospects of his fathering a child. His interim 
history was significant in that his testes descended into 
the scrotum at the age of 13, and, at the present time, he 
had a small, asymptomatic, right inguinal hernia. He was 
6 ft. 1% in. (186.69 cm.) tall and weighed 190 lb. 
(86.2 kg.). He was successfully occupied in business. 
The semen was examined on two occasions; at the same 
time, I was able to study the male gametes before they 
were put to the fertility test. The first analysis showed a 
reduced number of otherwise normal spermatozoa. The 
seminal fluid (4 cc.) showed a total count of 160 mil- 
lion. The second semen specimen, obtained after a period 
of continence, showed an average number of normal 
spermatozoa, the structure and motility of which were 
high normal. 

In answer to the question of his progeny, it was impos- 
sible to guarantee an absolutely normal child, but, from 


1. Van de Velde, cited by Fiatau, W. S.: Uber Reizbestrahlung bei 
Hypofunktion der Eierstécke, Zentribl. f. Gynik. 46: 1602-1606 (Oct. 7) 
1922. Thaler, H.: Uber Réntgenbehandlung der Amenorrhée und anderer 
auf Unterfunktion der Ovarien beruhender Stérungen, ibid. 46: 2034-2043, 
1922. 

2. Deleted in proof. 

3. Rubin, I. C.: Sterility Associated with Habitual Amenorrhea 
Relieved by X-Ray Therapy, Am. J. Obst. & Gynec. 12: 76-88 (July) 
1926. 


ie 
| 


208 PELVIC IRRADIATION—RUBIN 


the examinations, no abnormalities were seen either to 
presage miscarriage or monstrosities. He would be taking 
the same chance as any would-be parent whose anteced- 
ents had never been exposed to x-ray treatment. Shortly 
after his marriage, his wife became pregnant, and, on 
Oct. 4, 1951, she gave birth to a full-term 7 Ib. (3,175 
gm.) baby boy. This child is normal in all respects. 


COMMENT 


This report has an important bearing on the theo- 
retical question raised by geneticists and physicians as to 
whether low dosage x-ray treatment to the ovaries pro- 
duces mutational effects in human offspring. The ques- 
tion stems chiefly from the classic experiments with x-ray 
irradiation of the eggs of the Drosophila and subsequent 
observations of its lethal and mutational results; how- 
ever, deductions from the harmful genetic injury en- 
gendered by radiation of this extraordinarily convenient 
experimental insect would seem untenable for the human 
female on the following grounds. 1. Irradiation of the 
Drosophila produces its lethal effects by direct action 
from within a few minutes to hours after fertilization. 
The eggs are collected in batches deposited on food pro- 
vided for that purpose and are irradiated shortly after 
they are laid. Even if the insect is irradiated, the action is 
almost the same, as the tissues overlying the gonads af- 
ford them little protection. According to D. F. Lea: 
“Trradiating fly eggs is practically the same as irradiating 
films of tissue, as electrons, protons and particles pass 
through tissue in paths which may be taken as straight 
for distances of a few microns through the bending of 
electric tracks as a result of scattering by the atoms is 
considerable ovér larger distances. As the particles trav- 
erse the tissue it loses energy as a result of collisions with 
atoms, excitation or ionization of the atom struct re- 
sulting.” * 

According to B. Jaffe, the average Drosophila is % in. 
(0.64 cm.) long.® It is not feasible to irradiate only the 
gonads of this insect; hence, the action of the x-ray must 
affect organs and tissues in the whole insect. This, it 
seems to me, constitutes a basic fallacy in comparing the 
lethal effects on the fly with low dose ovarian irradiation 
in women. 

2. Apart from other incomparable biologic and con- 
stitutional differences between the two species, the im- 
mediate irradiation effects on the human female’s ovaries 
are essentially dissimilar because of their anatomic struc- 
ture and position in relation to the overlying tissues. The 
dose to each human ovary as applied in the treatment 
of recurrent amenorrhea and infertility is about 175 r. 
According to D. F. Lea, the 50% dose for a batch of 
Drosophila eggs irradiated within 30 minutes of laying, 
when usually not more than one or two nuclear divisions 
have occurred, is 290 r. This dose for the fly’s eggs can 
prove to be lethal and has no validity for women. 


4. Lea, D. E.: Actions of Radiations on Living Cells, New York, 
The Macmillan Company, 1947. 

5. Jaffe, B.: Men of Science in America: The Role of Science in the 
Growth of Our Country, New York, Simon & Schuster, Inc., 1944, p. 271. 

6. Dunham, C. L.; Cronkite, E. P.; LeRoy, G. V., and Warren, S.: 
Atomic Bomb Injury: Radiation, J. A. M. A. 147: 50-54 (Sept. 1) 1951. 

7. Robinson, J. N., and Engle, E. T.: Effect of Neutron Radiation on 
the Human Testes: A Case Report, J. Urol. 61: 781-784 (April) 1949. 

8. Roland, M., and Weinberg, A.: Radiation Effect on the Unborn 
Embryo Immediately After Conception, Am. J. Obst. & Gynec. 62: 
_ 1167-1169 (Nov.) 1951. 
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3. It is well known that young women can recover 
ovarian function, become pregnant, and give birth to 
normal children after receiving a castration dose of x-ray. 
According to Dunham, Cronkite, LeRoy, and Warren, 
the survivors of the atomic bomb explosion at Hiro- 
shima and Nagasaki regained their fertility, and their 
progeny showed no unusual incidence of abnormality.° 
The case reported by Robinson and Engle * of a 26-year- 
old man exposed to a neutron bombardment who experi- 
enced a radiation injury to his testes is of interest in 
connection with this discussion. Although exposed for 
a fraction of a second, he lost the hair from the front of 
his head and from his face. Three weeks after the injury, 
semen analysis showed no evidence of spermatozoa, and 
three similar analyses made at intervals until August, 
1946, failed to show evidence of spermatozoa. Testicular 
biopsy in February, 1947, showed severe damage, with 
almost complete destruction of germinal elements. Sper- 
matozoa began to return between the 12th and 15th 
month, and, in January, 1949, he became the father of a 
normal 8 Ib. (3,628 gm.) boy. 

In this connection, distinction should be made between 
ovarian irradiation and lethal effects following direct ir- 
radiation with a castration dose to a young embryo in 
situ. Definite lethal effects have been produced by castra- 
tion x-ray doses applied to the pregnant uterus in the 
early stages of gestation (x-ray abortion), the effects 
being analogous to those produced on the fertilized eggs 
of the Drosophila. The x-ray dosage is of great differen- 
tial importance as may be seen from a recent report by 
Roland and Weinberg.* Their patient, a young woman, 
received low voltage x-ray irradiation when she was car- 
rying a young embryo. Despite being exposed to 200 r, 
she carried to full term and gave birth to a normal 
baby boy. 

There is a vast difference between the action of x-rays 
in early pregnancy and x-ray as applied to intact ovaries 
in nonpregnant women. This possibly also accounts for 
the general confusion concerning the mutational effects 
that result from low dosage x-ray irradiation of dysfunc- 
tioning ovaries in cases of habitually delayed menstru- 
ation. 

4. There is another basic biologic difference between 
irradiating Drosophila eggs and the ovaries of nonpreg- 
nant women, namely, in the reproductive cycles. The 
Drosophila reproduces itself in about 10 days, some 30 
generations being produced within one year, although its 
life cycle is about 90 days. After irradiation, little time 
is left between generations for full recovery from its ef- 
fects to take place. In contrast to secondary effects on 
progeny of the Drosophila, an interval of at least 20 years 
elapses between generations in populations of western 
countries. Twenty-seven years passed before a follow- 
up note could be :nade on the second “seed generation” 
in the case reported here. The grandchild appears to be 
normal by all pediatric standards. 

This is the fifth such case recorded; Kaplan has en- 
countered four others. The long span of time between 
generations obviously makes it difficult to give an ab- 
solute answer to the theoretical question of the ultimate 
harmful genetic effect of irradiation on the human race. 
But the long interval of time between births of a first and 
second generation would warrant the assumption that 
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whatever harmful effects may have been produced by the 
x-ray irradiation to the ovaries of a grandmother would 
have been dissipated over the years. No acquired lethal 
effects on the genes have been observed in hundreds of 
babies born following this treatment for the relief of in- 
fertility and delayed menstruation. The additional record 
of five normal grandchildren fails to support the claim 
that low dose x-ray irradiation to the ovaries and pitu- 
itary produces harmful effects in human reproduction. 


911 Park Ave. 


CLINICAL NOTES 


SPONTANEOUS FRACTURE OF STERNUM 
IN TUBERCULOSIS 


Hyman E. Bass, M.D. 
and 


Maurice J. Small, M.D., New York 


Fractured ribs, usually related to coughing, have been 
reported in a variety of chest conditions, such as atypical 
pneumonia, tracheitis, pulmonary tuberculosis, whoop- 
ing cough, and status asthmaticus.' Such fractured ribs 
have been ascribed to muscular action.” In some instances 
multiple fractures of the ribs have been reported, and as 
many as eight fractures in one patient have been de- 
scribed.* 


The following report is one of spontaneous fracture of 
the sternum, presumably due to coughing, in a patient 
with pulmonary tuberculosis. We have been unable to 
find any similar case in the literature. 


REPORT OF CASE 


The patient was a 51-year-old white man in whom pulmonary 
tuberculosis first developed in 1943. He was kept on bed rest, 
and in November, 1944, a left phrenic nerve crush was done. 
All sputum examinations remained positive. There was moderate 
cough and at times a greenish expectoration. The patient was 
admitted to Halloran Veterans Administration Hospital on 
June 25, 1947. 

Physical examination on admission revealed a thin, emaciated 
man who appeared chronically ill. There were scars on both 
tympanic membranes, and hearing was slightly impaired in both 
ears. The chest showed dulness over the upper one-third of both 
lung fields, with bronchovesicular breath sounds; increased vocal 
and tactile fremitus; and occasional fine rales, especially over the 
left upper lung field. Some bronchial breath sounds were heard 
at the apex of the right lung. Blood pressure was 110/80 mm. 
Hg. The heart was not enlarged. A systolic murmur could be 
heard at the apex and was transmitted toward the base. The 
back showed a slight lower-dorsal scoliosis, with convexity to 
the right. Early clubbing of the fingers was noted. The re- 
mainder of the physical examination was normal. 

Laboratory and Roentgen Ray Data: The blood cell count, 
urinalysis, and blood chemistry at time of patient’s admission 
were all within normal limits. The chest roentgenogram revealed 
bilateral, far-advanced, extensive cavitary tuberculosis with pro- 
nounced emphysema. The sputum was heavily positive for acid- 
fast bacilli. 

Hospital Course: Serial roentgenograms showed essentially no 
change from month to month, and in July, 1948, the patient 
Started taking streptomycin intermittently. This therapy was 
¢ mpleted in the latter part of December, 1948, at which time 
be was resistant to 1,000 units of streptomycin. The otherwise 
Gciet and uneventful hospital course of the patient was inter- 
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rupted on March 1, 1949, by a pain in the lower left side of the 
chest and a rise in temperature to 101 F (38.3 C). On physical 
examination absent breath sounds were detected over the ex- 
treme left lung-field base. Above. this area could be heard a 
friction rub. A chest roentgenogram revealed some haziness of 
the left costophrenic area, and it was felt that the patient had 
not only pleurisy but also an extension of parenchymal disease 
in this area. This febrile episode, however, was of short duration. 
Temperature was down to normal in a few days, and chest pain 
stopped. 

The second event of note during the patient’s hospitalization 
was a fracture of the sternum, revealed by x-ray examination 
Dec. 30, 1948, at which time the patient complained of exquisite 
pain and tenderness over this area (see figure). There was no 
evidence of tuberculous involvement of the bone, and it was 
believed that this fracture was due to the severe cough. Sub- 
sequent roentgenograms showed the fracture to be well healed. 


COMMENT 

The fractured sternum in this patient occurred sud- 
denly and spontaneously, was unassociated with trauma, 
and was presumably due to a pronounced cough. No 
evidence of intrinsic bone disease was found, and no 
disturbance of calcium or phosphorus metabolism was 


Left, roentgenogram of sternum showing fracture following severe cough 
in a patient with tuberculosis; right, roentgenogram showing healed frac- 
ture one month later. 


noted. Although tuberculous osteitis occasionally occurs 
in similar circumstances, no such changes were seen in 
the patient, and there was rapid and complete healing of 
the sternal fracture. It is possible that violent expiratory 
movements in coughing may have been a factor in the 
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production of the fractured sternum described above. In 
addition, long confinement to bed may have led to a 
mild degree of decalcification and may have been a 
contributory factor.* 


SUMMARY 
1. A spontaneous fracture of the sternum in a case of 
pulmonary tuberculosis is described, presumably due to 
a pronounced cough. 
2. No similiar case has been found in the literature. 
12 East 76th St. (21) (Dr. Bass). 


4. Cohen, R. C.: Cough Fracture of Ribs, Brit. M. J. 1: 133-135 
(Jan. 22) 1949, 


TRANSVERSE BAND PIGMENTATION OF 
FINGERNAILS AFTER X-RAY THERAPY 


Richard L. Sutton Jr., M.D., Kansas City, Mo. 


A transverse band in a nail is caused by a temporary 
alteration in the normal production of nail substance as 
it is produced by the nail matrix that underlies the proxi- 
mal nail fold. A fingernail band that is concave distally 
is usually caused by the trauma of manicuring, the nail 
being temporarily damaged by the instrument as it 
pushes back and follows the curve of the proximal nail 
fold. A distally convex band is generally caused by a 
temporary abnormality of the skin of the dorsum of the 
terminal phalanx. Contact or parasitic dermatitis of a 
digit will produce this in one nail; systemic disease, such 
as lobar pneumonia, is capable of producing transverse 
bands in the nails of both the hands and the feet. When 
a patient has distally convex, transverse bands only of 
all nails of the hands, the conditions leading to the abnor- 
mality are uncommon. 

Pigmentation of nails in the form of a longitudinal 
stripe is occasionally seen. This can be caused by ony- 
chomycosis when the parasite invades the nail proximad 
from the free edge. Such a stripe is usually caused, it is 
believed, by a lentigo located at the nail root, thus pro- 
viding melanin pigmentation of the nail plate that grows 
distad from the site of the nevus. Pigmentations of the 
nails from external chemical or parasitic causes can be 
quite various; however, these are not of direct pertinence 
to the case reported here. 

Concerning a Negro woman seen by him, Pardo- 
Castello,” stated: “There were in all fingernails trans- 
verse bands of violet color, the cause of which could not 
be ascertained.” This type of pigmentation, he com- 
mented, has been reported as resulting from the use of 
laxatives containing phenolphthalein. His patient, of 
whose nail condition an illustration was not provided, 
resembled my patient in that transverse bands of finger- 
nail pigmentation followed x-ray therapy given in the 
treatment of dermatitis of the hands. I have not seen 
another such patient ur any other description of one. 


Chairman of the Department and Professor of Dermatology and 
Syphilology, University cf Kansas Medical Center, Kansas City, Kan. 

1. Sutton, R. L., and Sutton, R. L., Jr.: Handbook of Diseases of the 
Skin, St. Louis, C. V. Mosby Company, 1949, pp. 678 ff. 

2. Pardo-Castello, V.: Diseases of the Nails, ed. 2, Springfield, IIl., 
Charles C Thomas, Publisher, 1941, pp. 97-101. 
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REPORT OF A CASE 


A Negro laundress, aged 47, attended the outpatient clinic of 
the University of Kansas Medical Center on July 11, 1951, seek- 
ing relief from dermatitis. The lesions, which were dry and dis- 
tributed in hyperpigmented plaques on the dorsa of her fingers, 
hands, and forearms, had their onset, the patient said, in the 
summer of 1950. The disease was interpreted as being largely of 
contact origin, with some bacterial parasitism superimposed. She 
had moderate hypertension but was not receiving medication for 
this. She gave no history of taking laxatives. There were pro- 
nounced pigmentary bands across the fingernails (see figure). The 
patient had received x-ray therapy prior to attending the clinic, 
and records of this therapy were obtained. Doses of 75 r without 
added filtration had been given with a superficial therapy ma- 
chine over the dorsa of her hands on March 31 and April 9, 
1951. 

The bands were 3 mm. wide. Their distal borders were from 
7 to 8 mm. from the proximal nail fold. Their location thus cor- 
responded to the location one would predict of nail substance 
formed at the time of the pigmentary reaction to x-ray therapy 
given some 12 weeks previously, assuming that the nails grew 
outward thereafter at the rate of 1 mm. per week. 


One of the hands of the patient in the case reported, showing transverse 
bands of melanotic pigmentation of fingernails. 


The patient’s complexion was moderately dark. The skin of 
the hands had shown hyperpigmentation following x-ray therapy 
but had faded considerably. The nail plates showed no textural 
change. The pigmentation was a melanin color and located 
within the depths of the nail substance. The transverse bands 
moved distally as the fingernails grew out, and they eventually 
disappeared. The toenails were normal. 


This case proves, it seems, that pigment can appear, 
in some patients at least, in the nail matrix as a result of 
the hyperpigmenting effect of x-radiation. Yet, in ex- 
amining many Negro patients who have received x-ray 
therapy, I have not previously witnessed the appearance 
of such nail changes. Though I examined many texts, I 
found no reference to the presence or absence of melano- 
phores in or under the epithelium of the nail matrix or 
nail root. In this patient, however, they must have been 
there. 
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SUMMARY 
Transverse bands of melanotic hyperpigmentation 
appeared in all fingernails of a Negro woman who had 
been given 150 r superficial x-ray therapy for dermatitis 
of the fingers and hands several weeks previously. 


411 Nichols Rd. 


HIATUS PNEUMOCELE COMPLICATING 
THERAPEUTIC PNEUMOPERITONEUM 


REPORT OF A CASE 
Robert L. Friedman, M.D., Richmond, Va. 


Herniation of an air-filled peritoneal sac through the 
esophageal hiatus of the diaphragm during pneumo- 
peritoneum, “hiatus pneumocele,” is a result of the 
increased intra-abdominal pressure. It must be considered 
a complication similar to scrotal and umbilical pneumo- 
celes and inguinal, ventral, and lumbar hernias previ- 
ously reported by Banyai ' and others. The occurrence of 
one of these complications is believed to contraindicate 
the continuance of pneumoperitoneum unless it is cor- 
rected. 


Fig. 1.—A, Roentgenogram of the chest, demonstrating the tuberculous 
Process in the left lung. Pneumoperitoneum is seen elevating the dia- 
phragm. B, reexamination of the chest approximately 15 months after 
the first examination demonstrated the tuberculous process in the left 
lung. The sharply defined radiotransparent area seen through the heart 
Shadow was suspected of being a hiatus pneumocele. 


This is believed to be the first report of a case of hiatus 
pneumoccle complicating therapeutic pneumoperi- 


toneum. 
REPORT OF A CASE 


A 47-year-old man was admitted to the hospital because of 
pulmonary tuberculosis, with positive sputum and cavitation of 
the upper lobe of the left lung. Thoracoplasty was advised, but 
the patient refused surgery. Dissemination occurred to the lower 
lobe of the left lung, and pneumoperitoneum was induced. There 
was no improvement until streptomycin therapy was started. The 
patient left the hospital against medical advice a year after the 
pneumoperitoneum had been induced and six months after ini- 
tiation of combined streptomycin and pneumoperitoneum ther- 
apy. 

The patient was readmitted nine months later because of in- 
creased cough, productive of a cup of sputum daily, and a weight 
loss of 18 Ib. (8.2 kg.). The patient’s appetite had diminished. 
He had night sweats and sensations of chilliness. Therapeutic 
Pneumoperitoneum and streptomycin therapy were restarted. 
The patient had several hemoptyses, and his course was pro- 
gressively downhill. Pneumoperitoneum was continued, to re- 
duce toxicity. 
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Roentgen examination of the chest after the induction of the 
pneumoperitoneum (fig. 14) demonstrated the disease in the left 
lung and air beneath the diaphragm. Reexamination (fig. 1B) 
during the second admission, approximately 15 months after the 
first examination, showed a sharply defined air density seen 
through the heart shadow at the junction of the right and left 
hemidiaphragms. The latter was suspected of being a hiatus 
hernia, which was confirmed by fluoroscopic examination and 
by subsequent roentgenograms (fig. 2). After the diagnosis was 
established, the pneumoperitoneum, which had been maintained 
for a year and a half, was abandoned. 

The patient’s condition became progressively worse, and sev- 
eral months later he died as a result of widely disseminated 
tuberculosis. At autopsy, the roentgenological diagnosis of 
hiatus pneumocele was confirmed by the demonstration of an 
air-containing peritoneal sac herniating through the esophageal 
hiatus. 


Fig. 2.—A, anteroposterior view of the chest (retouched). Black arrows 
show air-filled peritoneal sac; white arrows show esophageal compression 
and displacement. B, lateral and C, left anterior oblique views of the 
chest, demonstrating the sharp defect and deviation of the barium-filled 
esophagus by the air-filled sac (arrows point to the stomach mucosal 
pattern noted below the level of the diaphragm) and confirming the diag- 
nosis of hiatus pneumocele. 


COMMENT 


In a perforation of a hiatus hernia during therapeutic 
pneumoperitoneum, the air in the abdomen would prob- 
ably gravitate to the mediastinum under pressure, and 
the function of the cardiovasciilar system would be 


From the Department of Radiology, McGuire Veterans Hospital. 

Sponsored by the Veterans Administration with the approval of the 
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the opinion or policy of the Veterans Administration. 
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seriously altered mechanically and physiologically. Hence 
hiatus pneumocele should be watched for during 
therapeutic pneumoperitoneum. Once this diagnosis is 
established, this form of treatment should be stopped 
immediately. 


SUMMARY 
A case of hiatus pneumocele complicating therapeutic 
pneumoperitoneum is reported. This is an additional 
complication of the increased intra-abdominal pressure 
caused by pneumoperitoneum, and its presence is a 
signal for immediate abandonment of this form of treat- 
ment. 


CANCER OF MALE URETHRA DIAGNOSED 
BY SPONGE BIOPSY 


REPORT OF A CASE 
Sidney A. Gladstone, M.D., New York 


The male urethra possesses a rich nerve and blood 
supply and is not easily accessible to surgical biopsy. For 
these reasons many practitioners would not consider sur- 
gical biopsy of the male urethra a simple office procedure. 
For the diagnosis of cancer of the anterior part of the 


Fig. 1.—High power photomicrograph of sponge biopsy. Note particles 
of cancer tissue. The cancer cell nuclei are large, darkly staining, and 
show marked irregularity in size and shape. Normal stratification and 
differentiation are absent. At top is a strand of cellulose sponge (‘‘onko- 


sponge’’). 


urethra in the male, the simplicity and effectiveness of 
the method of sponge biopsy are illustrated by the fol- 
lowing case report.* 


From the Department of Pathology, New York Polyclinic Medical 
School and Hospital. 
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The patient, a 74-year-old white man, consulted his physician 
on Nov. 29, 1950, complaining of soreness at the tip of the penis 
of two months’ duration. Retraction of the foreskin revealed a 
reddening and roughening of the urethral mucosa in the terminal 
portion reaching to the meatus. The mucous membrane covering 
the glans penis appeared intact. On palpation a firmness was 
felt in the deep terminal portion of the glans penis, suggesting 


Fig. 2.—Low power photomicrograph of surgical specimen. At top 
note normal and hyperplastic stratified epithelium covering glans penis at 
meatus. At bottom note irregular masses of tumor tissue replacing the 
urethral mucosa and invading the underlying tissue. 


a mass about 1.5 cm. in diameter. The clinical diagnosis was 
either chancre or carcinoma. Because of the age of the patient 
and the absence of exposure to venereal infection, neoplasia was 
considered the more likely cause of the lesion. Accordingly, three 
squares of “onkosponge” no. 1 (cellulose sponge) were cut in half; 
then each of the six rectangular pieces of sponge was held at 
the end of a hemostat, inserted into the terminal part of the 
urethra, and rotated gently to insure its contact and rubbing 
over the mucous membrane of the urethra. The sponges were 
then dropped into a small vial of 10% “formalin” (40% 
formaldehyde solution). 

Two days after the sponge biopsy was performed, the paraffin 
sections were ready for microscopic examination. One slide was 
available from each of the six sponges used. Abundant diag- 
nosable cancerous tissue was seen in all sections (fig. 1). On the 
following day, Dec. 2, 1950, the patient was treated by surgical 
amputation of the penis near the base. A bilateral superficial 
and deep dissection of the inguinal region was also performed. 
Pathological examination of the surgical specimen revealed ul- 
ceration of the terminal 3 cm. of the urethra, which appeared 
soft, grayish red, irregular, and partly hemorrhagic. Microscopic 
examination revealed extensive growth of large anaplastic epithe- 
lial tumor cells that showed numerous mitotic figures. No tumor 
growth was found in the fat removed from the inguinal region. 
The final diagnosis was carcinoma of the terminal part of the 
penile urethra (fig. 2). 


The ease of performance of sponge biopsy as an office 
procedure and the conclusiveness of the results prevented 
the loss of time that often occurs in cancer cases of this 
type. As a general rule I believe it safer, and therefore 
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recommend, that wherever possible a positive sponge 
biopsy be confirmed by surgical biopsy before extensive 
treatment is begun. In this case, however, the clinical 
findings and the abundance of diagnosable cancerous tis- 
sue that was seen microscopically in sections from all six 
sponges left no doubt as to the diagnosis. Accordingly it 
was not considered wise or necessary to subject the pa- 
tient to the additional procedure of surgical biopsy. 


SUMMARY 


A case of early carcinoma of the penile urethra diag- 
nosed by sponge biopsy as an office procedure is reported. 
The diagnosis was established within two days after the 
patient consulted his physician, and the cancer was re- 
moved surgically on the following day. The usefulness of 
sponge biopsy as an office procedure to aid the physician 
in the detection and diagnosis of early accessible cancer 
is illustrated and emphasized. 


341-353 W. 50th St. 


1. Gladstone, S. A.: Sponge Biopsy: New Method in Diagnosis of 
Cancer, Cancer 2: 604-614 (July) 1949; Sponge Biopsy in Office Practice: 
New Method in Diagnosis of Cancer, J. A. M. A. 145: 1238-1244 
(April 21) 1951. Carter, M. G.; Nesbit, R. R., and Piper, C. A.: Endo- 
scopic Sponge Biopsy, J. Thoracic Surg. 22: 386-391 (Oct.) 1951. 


CARDIAC ARREST AND RESUSCITATION 
DURING REPAIR OF DIAPHRAGMATIC 
HERNIA IN INFANT 


Herbert Volk, M.D. 
Thomas F. McDermott, M.D. 


and 


Edward J. Donovan, M.D., New York 


Cardiac arrest occurring during anesthesia or anes- 
thesia and operation has been a not too uncommon com- 
plication, usually resulting in permanent damage to the 
brain or death. Recently there has been a small but 
constantly increasing number of these cases in which the 
patient was treated successfully by cardiac massage. At 
the Presbyterian Hospital in New York City, during the 
four year period from January, 1947, to December, 
1950, there have been 23 instances of cardiac arrest re- 
sulting in 12 deaths (57% mortality); however, during 
1950, the last year of that four year period, of 8 instances 
of cardiac arrest, 6 patients (75%) were resuscitated 
and recovery was complete." The statistics for each year 
are presented in the table. 

The purpose of this paper is to present the case of 
what we believe is the youngest patient ever reported to 
have cardiac arrest with full recovery, to discuss the fac- 
tors that may have been responsible, and to reemphasize 
the details of the repair of one type of congenital dia- 
phragmatic hernia as advocated by one of us (E. J. D.).? 


REPORT OF A CASE 


A normal full-term male infant was born Jan. 4, 1951, at 
another hospital. At birth breathing was rapid and difficult. 
Radiographic studies of the chest revealed a collapsed left lung 
and the left side of the chest filled with loops of intestine that 
displaced the heart to the anterior axillary line on the opposite 
side. The patient was transferred to Babies Hospital on Jan. 5, 
1951. On admission he appeared dehydrated, and his cry was 
weak. The rectal temperature was 97 F (36.1 C), pulse rate 130, 
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and respirations 60. He was tachypneic, dyspneic, and cyanotic 
in room air. The trachea was shifted to the right of the midline. 
The heart border was percussed to the right anterior axillary line 
and could not be identified to the left of the sternum. The left 
side of the chest was tympanitic on percussion, and auscultation 
revealed occasional peristaltic tinkles. Breath sounds were absent 
over the entire left side of the chest and were heard only in 
scattered areas on the right side. The abdomen was scaphoid 
and remarkably small in proportion to the rest of the patient's 
body. The liver, kidneys, and spleen could not be felt, and no 
abnormal masses were palpable. The patient had passed small 
amounts of meconium by rectum prior to admission. 


Cardiac Arrests and Recovery Among Patients at Presbyterian 
Hospital, New York, 1947-1950 


No. of 
No. of Cardiac Complete Incidence, Recovery, 
Year Operations Arrests Recovery % %o 
1947 9,904 2 1 0.02 50.00 
1948 12,157 6 1 0.049 16.67 
1949 13,654 7 2 0.051 28.57 
1950 14,013 8 6 0.057 75.00 


He was placed in an oxygenated incubator crib (Davidson bed) 
and rehydrated in preparation for operation, which was per- 
formed on Jan. 7, 1951. Premedication consisted of 0.02 mg. of 
atropine sulfate. An oral endotracheal tube was inserted easily 
with the infant awake, and anesthesia was induced with nitrous 
oxide and oxygen and maintained with ether through a non- 
breathing (Digby-Leigh) valve. Five per cent dextrose in water 
was given intravenously throughout the procedure by way of a 
small plastic catheter that had been inserted preoperatively in 
the left internal saphenous vein at the ankle. 

At operation it was found that the entire stomach and small 
and large intestines down to the upper portion of the descending 
colon lay free in the left pleural cavity. The diaphragmatic 
defect measured about 2 cm. in its anteroposterior diameter and 
extended from the esophageal hiatus laterally to the rib cage. 
The anterior edge was well defined, but the posterior lip was 
bound to the colon by adhesions. An incidental finding was a 
1.5 cm. long, broad-based Meckel’s diverticulum in the terminal 
ileum. 

Procedure.—The infant was placed with his left side elevated 
at about a 30 degree angle from the operating table. The peri- 
toneal cavity was entered through a long left subcostal incision. 
After exploration the ectopic intrathoracic abdominal viscera 
were easily reduced through the diaphragmatic defect. The infant 
was then eviscerated onto its abdominal wall. The diaphragmatic 
leaves were mobilized and the defect closed by suturing the 
anterior edge over the posterior edge with transverse mattress 
sutures of silk and then tacking down the free anterior edge with 
interrupted sutures. The anterior edge overlapped the posterior 
by about 2 cm. except laterally, where the tissues were insuf- 
ficient. Here the diaphragm was approximated to the intercostal 
muscles. The closure was accomplished around a no. 16 French 
catheter that had been placed in the left side of the chest, and 
the catheter was withdrawn under water seal as the lung was 
inflated. After closure of the diaphragm, the abdominal viscera 
were returned to the peritoneal cavity. The small intestine was 
introduced first, followed by the transverse colon, which was 
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placed over the small intestine in an attempt to establish the 
normal relationships. The cecum was directed toward the right 
‘lower quadrant. The abdomen was small, and considerable dif- 
ficulty was encountered in maintaining the reduction. The peri- 
toneum was very tenuous, and it was necessary to incorporate 
muscle with the peritoneal layer in suturing the wound. 

The depth of the anesthesia compatible with safety was in- 
adequate for closure. Depth was increased, and 0.3 mg. of 
decamethylene-1, 10-bistrimethylammonium dibromide (syn- 
curine®) was injected intravenously to give added relaxation. 
Final closure of the abdomen was achieved with great difficulty. 
Silk was used throughout. A dry sterile dressing was applied, and 
the endotracheal tube was removed. As the dressing was com- 
pleted the patient appeared cyanotic, and no peripheral pulse 
was detectable. Respirations were irregular and gasping. Aus- 
cultation of the heart failed to reveal any sounds, and simul- 
taneously respirations ceased. Despite reintubation, artificial 
respiration by bag, and anal dilatation digitally cyanosis deep- 
ened. 

The left side of the chest was quickly entered through the fourth 
interspace without antiseptic preparation. The lung had collapsed, 
and the heart was arrested in diastole and lay to the right of the 
midline. Immediate cardiac massage was started. Shortly there- 
after 2 cc. of 1% procaine hydrochloride was injected into the 


Fig. 1.—Photograph of the patient at one month of age, shortly before 
discharge from the hospital. The abdominal and thoracic incisions are 
well seen. 


presenting border of the heart, presumably the right ventricle. 
About 15 to 30 seconds later, with continued massage, 0.5 cc. of 
1:1,000 epinephrine was injected into the same area. Within 10 to 
20 seconds a beat was detected by the massaging hand. Initially 
the rhythm was irregular and the intensity of the beat was vari- 
able. Massage was continued, and the beat became stronger; but 
a regular irregularity appeared, and it was observed that there 
were two auricular beats to each ventricular beat. An additional 
2 cc. of 1% procaine was injected into the right ventricle, and 
massage was continued. The strength of the beat continued to 
improve, and in about two minutes the rhythm felt regular. 

The massage was discontinued after about five minutes, and 
the heart rate was observed to be 84 per minute. The myocardium 
appeared pink, and the peripheral cyanosis had disappeared. At 
the same time blood had been given intravenously and 100% 
oxygen endotracheally. A small collection of blood within the 
chest was aspirated, and a fenestrated mushroom catheter was 


3. Beck. Burstein, C.: Treatment of Acute Arrhythmias During 
Anesthesia by Intravenous Procaine, Anesthesiology 7: 113 (March) 1946. 

4. Goodman, L., and Gilman, A.: The Pharmacological Basis of 
Therapeutics: A Textbook of Pharmacology, Toxicology and Therapeutics 
for Physicians and Medical Students, New York, The Macmillan Com- 
pany, 1941, p. 403. 
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placed in the posterior sulcus and brought out through a stab 
wound in the eighth interspace in the posterior axillary line. 
The chest was closed in layers, with pericostal sutures used for 
the pleural layer. Silk sutures were used throughout. During the 
closure of the chest there was a palpable peripheral pulse. When 
the endotracheal tube was removed, the child cried spontaneously 
and vigorously. 

The infant’s postoperative course was remarkably satisfactory 
considering the magnitude of the procedure. He was kept in a 
Davidson bed with supplemental oxygen for about a week. There 
was very little drainage from the chest tube, and this was re- 
moved in 24 hours. He was maintained on intravenously admin- 
istered fluids the first four days, and then dextrose water was 
started by mouth, followed by gradually increasing amounts of 
formula. He vomited small amounts of feeding for several days, 
but this was transient; and he was gaining weight by the end of 
two weeks. Sutures were removed on the ninth postoperative 
day, and both wounds were clean and well healed by primary 
intention. Streptomycin was given for 4 days and procaine peni- 
cillin for 10 days postoperatively. The patient was discharged 
from the hospital one month after operation, at which time he 
weighed 3,500 gm., a gain of 500 gm. above his admission 
weight. 

The patient was last seen in the follow-up clinic May 31, 
1951, five months after operation. He was eating well, gaining 
weight, and appeared to be progressing normally in all respects. 
While it is difficult to be certain whether there has been any 
damage to the brain. as a result of cerebral anoxia, as far as 
could be determined from the infant’s behavior during the entire 
pestoperative period and subsequent follow-up visits, his mental 
development appears normal in all respects. 


COMMENT 

The cardiac arrest could have been due to several fac- 
tors. 1. The overdosage of anesthetic agents seemed to 
be the chief factor; this was, however, a part of the cal- 
culated risk when suitable relaxation was not obtained 
within the safe limits of anesthetic depth. 2. The use and 
dosage of decamethylene-1, 10-bistrimethlyammonium 
dibromide is difficult to evaluate at this age with regard 
to the effect on the eventual outcome, hut it was used as 
a practicai necessity. 3. The degree of inflation of the left 
lung as seen at thoracotomy was disappointing and much 
less than that expected after the positive pressure that 
had been exerted during the closure of the diaphragm. 
4. In addition to these three factors, each causing some 
degree of anoxia, the early extubation may have been 
overwhelming. This was done, however, because sub- 
glottic edema in infants is proportional to the length of 
time that an endotracheal tube is in situ. 

It is stressed that rapid, decisive action with complete 
teamwork is necessary to prevent cerebral damage after 
cardiac arrest. While it was impossible to measure the 
exact length of time that cardiac arrest existed, it is 
probable that no more than two to three minutes elapsed 
before effective flow was reestablished. Concomitantly, 
reintubation was done and bag breathing with 100% 
oxygen was instituted. Whole blood was pumped intra- 
venously by hand. Procaine hydrochloride and epineph- 
rine were Grawn into syringes ready for immediate use. 

Anoxia causes myocardial hyperirritability and pre- 
disposes to the onset of ventricular fibrillation. The pro- 
caine was given prophylactically to block the occurrence 
of this possible chain of events.* The epinephrine was ad- 
ministered to stimulate the myocardium.‘ It was difficult 
to be sure into which chamber of the heart these agents 
were injected. The right ventricle is the location of 
choice, because the drugs are then carried through the 
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pulmonary bed and are diluted before reaching the left 
ventricle and coronary vessels. It must be remembered 
that these drugs are merely adjuvants to the single most 
important factor, early cardiac massage, which in itself 
can maintain the cerebral circulation even if a spon- 
taneous heartbeat does not occur for some time.° 


The factors concerned with the operative repair of the 
diaphragmatic defect and its attendant visceral malposi- 
tion deserve further comment. Actually this was a mal- 
position of the abdominal viscera and not a true hernia, 
since there was no peritoneal sac enveloping the mis- 
placed abdominal organs. The senior surgeon (E. J. D.) 
prefers the abdominal approach to repair this type of 
hernia. Excellent exposure is obtained, and the intra-ab- 
dominal viscera can be replaced under direct vision to 
their normal respective positions. The transverse colon 
should be placed in front of the small intestines.” It is 
important to neutralize the negative intrathoracic pres- 
sure with atmospheric pressure during the reduction of 
the hernia, or else the abdominal viscera will be sucked 
back into the chest as they are withdrawn. This is ac- 
complished quite simply by retracting the anterior leaf 
of the diaphragm, thus allowing for the ingress of air to 
replace the intestines as they are withdrawn.*” 


Fig. 2.—Preoperative roentgenogram of patient showing the intestines 
occupying the entire left side of the chest. The gas bubble (black arrow) 
in the stomach extends up to level of the seventh thoracic vertebra 
posteriorly. The heart shadow extends to the right anterior axilliary line. 
The abdomen is small and gas is seen in the lower large bowel. 


The abdominal cavity was reduced in size consider- 
ably because of the fact that it had been devoid of its 
normal complement of viscera while in utero. This is 
well seen in the preoperative roentgenogram (fig. 2). 
Thus the final few centimeters of the abdominal incision 
proved exceedingly difficult to suture. Closure would 
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have been hastened if we had elected merely to undercut 
the skin and approximate the edges, leaving a hernial 
defect that would have had to be repaired about 10 to 
14 days later.° 

An interesting note is the report of the roentgen- 
ologist at Babies Hospital, who was unaware that a 


Fig. 3.—Roentgenogram of the patient taken the day after operation. 


thoracotomy had been done when he read the films taken 
on the first postoperative day. “The removal of the 
abdominal structures from the thorax appears to be com- 
plete. The left side of the diaphragm appears to be flat- 
tened as though it were shortened by whatever plastic 
repair was necessary after the reduction. The gas pattern 
in the abdomen is normal, and there has been a consider- 
able increase in the volume of the abdomen in comparison 
with the preoperative films. The restitution of the normal 
relationship of the thorax, especially the shift of the 
previously displaced heart into the normal position is one 
of the best surgical results I have ever seen. Sometimes 
the heart remains displaced for a long time after the 
hernia has been corrected. In this patient it means that 
rapid and complete reexpansion of the right lung has 
occurred” (fig. 3). 
SUMMARY 

1. A report of the youngest known patient ever to 
have cardiac arrest and successful resuscitation is pre- 
sented. 

2. The details of the repair of this type of congenital 
diaphragmatic hernia are reemphasized. 


862 Park Ave. (Dr. Donovan). 


5. Beck." Johnson.” 

6. Donovan.*» Ladd, W. E., and Gross, R. E.: Abdominal Surgery of 
Infancy and Childhood, Philadelphia, W. B. Saunders Company, 1940, 
chap. 27. 


) 
i 
i 
of 
fe 
a- 
O- 
ce 
ilt 
its 
of 
he = 


216 COCCIDIOIDOMYCOSIS—FALKINBURG 


DISSEMINATED COCCIDIOIDOMYCOSIS 
REPORT OF A CASE IN THE NEW ENGLAND AREA 
Leroy W. Falkinburg, M.D., Providence, R. I. 


As is well known, coccidioidomycosis is found in an 
endemic area that comprises southern California, Ari- 
zona, New Mexico, and western Texas. This disease is 
undoubtedly sufficiently familiar to physicians living in 
this area and comes readily to mind whenever a difficult 
problem in differential diagnosis presents itself. Unfortu- 
nately, as a consequence of increased travel and migra- 
tion during and after World War II, this disease is ap- 
pearing from time to time in areas remote from the 
above-mentioned endemic area. 

Actually, only a few cases have appeared in other sec- 
tions of the United States, but these cases are appearing 
with sufficient frequency to warrant consideration in ob- 
scure diagnostic problems. Schenken and Palik,' in 1942, 


Spherule of Coccidioides immitis in the spleen. 


reported 27 cases of this disease occurring outside of Cali- 
fornia (New York, Missouri, South Carolina, Kansas, 
Illinois, Pennsylvania, Washington, Nebraska, Texas, 
Alabama, New Jersey, Arizona, and Louisiana). In this 
article there is no mention of cases occurring in the New 
England states. 

Churchill * reported a case of pulmonary coccidioi- 
domycosis observed in the Massachusetts General Hos- 
pital. The patient was a 14-year-old boy whose home 
was in Cleveland and who gave a history of having spent 


From the laboratories of the Roger Williams General Hospital and 
the C. V. Chapin Hospital, Providence, R. I. 
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six months in Arizona. The diagnosis was made from a 
study of the surgically removed upper lobe of the left 
lung. The boy returned to his home, where he died. 

Kurz and Loud * mentioned four cases of coccidioido- 
mycosis observed in the Veterans Hospital, White River 
Junction, Vt. In only one of these cases, however, was 
the diagnosis made by the observation of the typical 
spherules in biopsy material. In the other cases there was 
roentgenographic evidence of pulmonary cavitation, 
with a history of residence in an endemic area, with or 
without a positive reaction to a coccidioidin skin test. 

Lamphier * cited a case of localized coccidioidal os- 
teomyelitis discovered in the Cushing General Hospital, 
Framingham, Mass. The patient was an enlisted man in 
the Army who had spent his furlough in Phoenix, Ariz. 
Some time later coccidioidal osteomyelitis of the right os 
calcis developed, which finally necessitated amputation. 

Still another case was reported by Looney and Stein.° 
Their patient, a Negro technician in the Veterans Hos- 
pital, West Roxbury, Mass., sustained an accidental in- 
fection. Disseminated coccidioidomycosis developed 
after he hac examined dried out cultures of Coccidioides 
immitis, which resulted in more than a year of illness and 
invalidism. The diagnosis in this case was established by 
sputum culture, with a history of his having worked with 
cultures of the organism in the laboratory. The authors 
stressed the extreme danger involved in handling this or- 
ganism in the laboratory. 

Pittman and Kane ° mentioned a 25-year-old medical 
student seen in Boston. This man had a thin-walled 
cavity in the right midlung field, which was repeatedly 
demonstrated roentgenograghically over a period of 
seven years. As a boy the patient had spent three winters 
in Tucson, Ariz; in addition, there was a positive reaction 
to a skin test. The writers found three cases of coccidioi- 
domycosis in the records of the Massachusetts General 
Hospital since 1943. In addition, they had observed two 
ambulatory patients. They expressed the belief that the 
condition in four of these cases can be regarded as only 
presumptive, since the diagnosis was based on a history 
of travel in an endemic area, roentgenographic demon- 
stration of an otherwise unexplained pulmonary lesion, 
and a positive reaction to a skin test. 

The diagnosis of disseminated coccidioidomycosis in 
my patient, who died in the Roger Williams General 
Hospital, Providence, R. I., was confirmed by two posi- 
tive blood cultures, a positive culture from a draining 
sinus tract, and, finally, by pathological study of autopsy 
material. 

REPORT OF A CASE 

W. L., a 49-year-old white man, was admitted to the hospital 
on Oct. 30, 1949, complaining of pain in both feet and ankles, 
pain in the left shoulder, and backache. 

The patient was a mill hand and wool sorter and was born in 
lowa, where he spent most of his boyhood. However, during 
most of his adult life he lived in Rhode Island. He had spent 
some time in southern California while in the Armed Forces 
during World War II. He had noted weakness and malaise for the 
past few months, which he attributed to overwork. He also gave 
a history of acute rheumatic fever during his teens. Ten days 
prior to admission he became acutely ill, with pain in his left 
shoulder and in both ankles. He was then admitted to the hos- 

ital. 
" The patient was pale and restless and had a temperature of 
101 F. Coarse rales were audible over both lung fields, and 
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swelling and tenderness were noted over the outer surface of 
the left foot. This lesion later suppurated, discharging a mod- 
erate quantity of yellowish purulent material. Otherwise the 
physical examination yielded no additional information. X-ray 
studies of the chest showed numerous nodular infiltrations scat- 
tered throughout both lung fields, somewhat suggestive of the 
picture of acute miliary tuberculosis. 

The urine was essentially normal. Blood studies showed a 
hemoglobin of 12.2 gm., 3,600,000 red blood celis, and 6,000 
white blood cells. The differential smear showed 2 stab forms, 
65 polymorphonuclear neutrophilic segmented forms, 31 lympho- 
cytes, and 2 monocytes. 

Culture of the suppurating ankle lesion produced a rapidly 
growing fungus growth on blood agar. The blood cultures on 
two occasions showed what appeared to be a morphologically 
identical fungus growth. It may be remarked here that these cul- 
tures occasioned many animated discussions among various mem- 
bers of the staff as io whether we were dealing with a contami- 
nation or whether we had cultures of clinical significance. Most 
of the laboratory staff, including me, repeatedly removed the tops 
from the Petri dishes and closely inspected these interesting 
colonies. Our reaction, after the diagnosis was finally established, 
can readily be imagined. The mycologic studies will be discussed 
at greater length below. 

The patient’s condition deteriorated progressively, and he died 
about two weeks after admission to the hospital. Autopsy showed 
that both lungs were markedly distended and inflated and were 
beefy red. Little crepitus could be demonstrated in any lobe, but 
in all lobes tiny, innumerable, shot-like areas of induration 
could be palpated. All lobes could be cut with relative ease, show- 
ing a bright red sectioned surface, against which myriads of 
tiny white, usually discrete but occasionally confluent, ovoid 
flecks were visible. The spleen and kidneys exhibited the same 
type of whitish foci studding their cut surfaces. Deposits of the 
same description were found liberally scattered over the parietal 
and visceral peritoneal surfaces. 

Microscopic study of the lungs, liver, spleen, peritoneal sur- 
faces, adrenals, pancreas, kidneys, and bone marrow from the 
ribs and lumbar vertebrae demonstrated the presence of typical 
spherules of C. immitis with endospores, lying usually in small 
granulomatous areas. The pathological diagnosis was dissemi- 
nated coccidioidomycosis with involvement of both lungs, peri- 
toneum, liver, spleen, pancreas, kidneys, and bone marrow. 

Mycologic studies were carried out. The two blood culture 
plates showing a fungus growth, as well as the fungus recovered 
from the draining sinus on the left foot, were studied. Morpho- 
logically the fungus cultures were identical. They grew readily 
when transplanted on Sabouraud’s medium, forming at first a 
smooth waxy growth, which later assumed a brownish gray 
color. Observation of the cultures from the side revealed innum- 
erable whitish streamers penetrating rather deeply into the 
medium from the superficial colonies. Microscopic examination 
of these colonies disclosed septate, branching hyphae, broken 
up into rod-shaped, round, or ellipsoidal arthrospores. 

A subculture from one of the positive blood plates was in- 
jected into a male guinea pig, which died in about 10 days. 
Autopsy of this pig revealed many small white nodules studding 
the greater omentum. The omentum microscopically revealed 
typical spherules of C. immitis with endospores, usually found 
in small granulomas. This omental material, inoculated on 
Sabouraud’s medium, produced a saprophytic growth of C. 
immitis that was grossly and microscopically typical. The material 
in this case as well as all data was sent to Dr. Norman Conant, 
of Duke University, who confirmed the diagnosis of disseminated 
coccidioidomycosis. 

COMMENT 


This case seems interesting from several standpoints. 
First, it well illustrates the value of an autopsy. Without 
autopsy, the diagnosis would unquestionably have been 
acute miliary tuberculosis. I wish to stress again the fact 
that this disease has appeared once more in an area 
where one would not ordinarily expect to see it and that 
it will no doubt continue to appear sporadically in all 
sections of the United States. This should be kept in mind 
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in the evaluation of difficult diagnostic problems, both 
medical and surgical. 

It will also be noted that two positive blood cultures 
were obtained. Although culture of C. immitis from the 
blood is, as far as I know, not extremely rare, neverthe- 
less, it is sufficiently uncommon to merit mention. One 
point in particular should again be emphasized. Cultures 
of C. immitis rank as one of the most dangerous and haz- 
ardous to handle in the entire field of laboratory practice 
and should always be handled with extreme care. It was 
mentioned earlier that, during discussions concerning 
the nature of the fungus growths, the tops of the Petri 
dishes were frequently removed and the cultures were 
inspected at close range. This was done in entire igno- 
rance of the risk involved, and the fact that the cultures 
might be highly dangerous never occurred to any of us. 
Fortunately no bad effects were observed in any of the 
personnel, but this should be attributed more to good 
luck than to anything else. All laboratory workers should 
be very careful in handling cultures of unknown fungi, 
for the possibility always exists that the unknown growth 
could be highly infectious. 


SUMMARY 


A case of disseminated coccidioidomycosis, diagnosed 
and studied post mortem in Providence, R. I., is reported. 
Other cases of this disease reported in the New England 
area are reviewed. The fact that positive blood cujtures 
and a positive culture of Coccidioides immitis from a 
draining sinus were obtained is stressed, and the danger 
to laboratory personnel in handling such material is 
again emphasized. 

825 Chalkstone Ave. 


PSITTACOSIS (ORNITHOSIS) FOLLOWING 
CONTACT WITH PHEASANTS 


REPORT OF A CASE 
C. George Ward, M.D., Warren, Lil. 


and 


Jackson P. Birge, M.D., Rock Island, IIl. 


Psittacosis (ornithosis) in humans has been most fre- 
quently traced to birds of the psittacine family,’ but 
pigeons,” ducks,* chickens,* and turkeys ° have been in- 
volved. This report deals with a case of psittacosis occur- 
ring in the owner of a pheasant ranch, whose flock was 
subsequently found to be infected with psittacosis. In a 
review of the literature we found no previously reported 
case of psittacosis in which pheasants were involved. 


A considerable amount of the investigative work reported in this 
Paper was performed by members of the Jo Daviess (Illinois) County 
Board of Health. Agglutination tests and complement fixation tests of the 
Patient and contacts were performed by the Illinois State Department of 
Health. Complement fixation tests of pheasants were performed by Dr. 
Karl Meyer of the Hooper Foundation in California. 

1. Armstrong, C.: Psittacosis: Epidemiological Considerations with 
Reference to the 1929-30 Outbreak in United States, Pub. Health Rep. 
45: 2013 (Aug. 29) 1930. 

2. Turgasen, F. E.: Human Ornithosis Treated with Penicillin, J. A. 
M. A. 126: 1150 (Dec. 30) 1944. 

3. Wolins, W.: Ornithosis (Psittacosis): A Review, with a Report of 8 
Cases Resulting from Contact with the Domestic Pekin Duck, Am. J.- 
M. Sc. 216: 551 (Nov.) 1948. 

4. Meyer, K. F.: Psittacosis and Ornithosis, in Diseases of Poultry, 
edited by H. E. Biester and L. H. Schwarte, ed. 2, Ames, Iowa, The 
Collegiate Press, 1948, pp. 513-549. 
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REPORT OF A CASE 


The patient was first seen on Aug. 22, 1951, complaining of 
considerable dyspnea at all times but worse at night and increased 
with effort, severe nonproductive cough hacking in nature, tem- 
perature up to 100 F, and extreme weakness, all of two days’ 
duration. He had a mild aching type of pain in his chest, which 
was aggravated by coughing. His appetite and bowels were nor- 
mal. He was a mechanic by trade and had pheasant raising as an 
avocation. He had a flock of some 1,400 pheasants at the time of 
his illness. 

Physical examination revealed a well-developed, well-nour- 
ished white man, about 32 years old, who appeared to be acutely 
ill. He had moderately severe dyspnea even at rest. His tempera- 
ture when he was first seen was normal. Examination of the 
chest revealed inspiratory and expiratory coarse rales throughout 
both lung fields. There was no cyanosis or edema. The abdomen 
was essentially normal. The spleen could not be palpated, and 
there were no other masses or tenderness. A roentgenogram of 
his chest revealed thickening of the peribronchial markings in the 
base of the right lung; peripheral lung fields were clear. A diag- 
nosis of bronchial pneumonia, probably viral, was made. 

The patient was given 500 mg. of chloramphenicol (chloro- 
mycetin®) every three hours for six doses, followed by 500 mg. 
every six hours night and day. The patient’s condition remained 
essentially unchanged for the next seven days. Dyspnea, cough, 
and occasional temperature rises to 100 F persisted. On Aug. 29 
the chloramphenicol therapy was stopped and aureomycin ther- 
apy was substituted, along with the administration of 400,000 
units of penicillin daily. His illness gradually subsided during the 
next few days. On Sept. 8 the aureomycin and penicillin therapy 
was discontinued: at this time the patient was afebrile, breathing 
was normal, rales had largely cleared, and there were no symp- 
toms except for some remaining weakness and easy fatigability. 
By Sept. 30 (about 40 days after the onset of illness), a roent- 
genogram of the patient’s chest was normal and he was asympto- 
matic. 

During August results of agglutination tests for typhoid, para- 
typhoid, undulant fever, and tularemia and the Weil-Felix reac- 
tion were all negative. The result of a psittacosis complement 
fixation test was reported as 4+ in dilution of 1:64 on Sept. 6. 
(Dilution of 1:32 is generally accepted as strongly indicative of 
psittacosis.) The result of a second psittacosis complement fix- 
ation test, on Sept. 28, was reported as 4+ in dilution of 1:128, 
demonstrating a definite rise in paired serum readings even 
though done rather late in the course of the disease. Since 
lymphogranuloma venereum always crosses with psittacosis, 
a complement fixation test was also done for this disease on 
Sept. 28; the result was reported as positive in dilution of only 
1:16. With the complement fixation titer for psittacosis four times 
as great as that for lymphogranuloma venereum, the latter was 
ruled out as a cause of the positive titer for psittacosis. The result 
of a Q fever complement fixation test was reported as negative. 
On March 3, 1952, the psittacosis result of a complement fixation 
test was negative. 

The patient employed no outside help in the handling of his 
pheasant ranch, but members of his family assisted him at times. 
Results of complement fixation tests of all other members of the 
family were negative. They showed no clinical signs of psitta- 
cosis. A moderately severe epidemic of atypical pneumonia was 
prevalent in the community at the time. Complement fixation 
tests were done in the cases of severer disease; results were all 
reported as negative for psittacosis. 


INVESTIGATION OF SOURCE OF INFECTION 
Epidemiologically this case presented an extremely 
interesting problem. Careful investigation failed to reveal 
any evidence of the patient’s having been exposed to the 
common sources of this infection. He had not been in 
contact with any of the psittacine family of birds. In his 


5. Irons, J. V.; Sullivan, T. D., and Rowen, J.: Outbreak of Psittacosis 
(Ornithosis) from Working with Turkeys or Chickens, Am. J. Pub. Health 
41: 931 (Aug.) 1951. 
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home area there were no chickens, turkeys, ducks, doves, 
or rodents. Pigeons, sparrows, and other avians were 
scarce in the immediate area. 


With this information, attention was focused on the 
pheasants. A study of the flock disclosed evidence of dis- 
ease that demonstrated the symptom complex so com- 
monly present in domesticated fowls infected with the 
psittacosis virus, that is, adult fowls, after rains or other 
sudden changes of weather, dying without apparent 
cause. The only indication of iliness that could be dis- 
cerned in individual birds was a tendency toward unusual 
ruffling of the feathers, along with other minor signs. 

On Oct. 3, ten pools of blood were coilected at random 
from the pheasants. Three pheasants were chosen in each 
pool. The birds were bled from the wing vein, and the 
samples were forwarded to the state laboratory. Results 
of complement fixation by methods available at this lab- 
oratory were negative. The 10 pocls were then combined 
into 3 poois and forwarded to Dr. Karl F. Meyer of the 
Hooper Foundation. Results from the indirect method of 
complement fixation tests for psittacosis were as follows: 
sample 1, negative; sample 2, positive in dilution of 1:8 
and 1:16; and sample 3, negative. 

Next, four individual birds were selected from the flock 
and subjected separately to viral studies. Selection was 
on the basis of unusual ruffling of the feathers. Results 
of the indirect complement fixation test for psittacosis 
were as follows: bird 1, positive in 1:64 dilution; bird 2, 
negative; bird 3, positive in 1:16 dilution; and bird 4, 
positive in 1:64 dilution. Al! results were negative by the 
direct method. 

These results indicated that the infection was present 
in the flock and that it was probably widespread. Epi- 
demiologically these findings justified a complete study, 
which is still under way at the present writing. 

The answers to questions such as these still remain to 
be answered: Are pheasants a natural reservoir of the 
infection? Do they harbor the virus, with the disease be- 
coming active under certain circumstances, at which time 
they shed the virus? Is it a disease in which they acquire 
early immunity? Do those surviving the first rigorous 
months of the disease become immune and no longer 
shed the virus? Is it only an incidental infection with 
pheasants, and, if so, how were they infected? It is beyond 
the scope of this report to discuss these problems. How- 
ever, we are attempting to answer some of them by 
studying pheasants at other ranches, by capturing wild 
life in the area of this ranch, and by several other ap- 
proaches. 

SUMMARY AND CONCLUSION 


A case of psittacosis (ornithosis) in the owner of a 
pheasant ranch is discussed. The circumstances of the 
case gave us an unusual opportunity to study the possi- 
bility that the patient had been infected by the pheasants 
on his ranch. Complement fixation tests of the birds 
indicated that the flock was in fact infected with psitta- 
cosis. Since the patient, as far as could be determined, 
had not come in contact with any of the usual vectors of 
the disease, we believe that this is strong presumptive 
evidence that he was infected by the pheasants. 
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It is felt that in the future, in all cases of atypical 
pneumonia in which there has been exposure to pheas- 
ants, one must consider the possibility of psittacosis. 
From evidence that we have presented it would appear 
that the infection may occur in persons raising pheasants. 
From other studies, it is apparent that those preparing 
infected birds are in danger. While there is no concrete 
evidence at the present that the hunter in the field is likely 
to contract the disease, suspicion has arisen that he may 
and the possibility must be kept in mind. Additional 
observations in the future on possible pheasant-borne 
psittacosis may clarify the picture. 


606 Cleaveland Bldg. (Dr. Birge). 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


The following additional preparations have been accepted as 
conforming to the rules of the Council on Pharmacy and Chem- 
istry of the American Medical Association for admission to New 
and Nonofficial Remedies. A copy of the rules on which the 
Council bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Pyrilamine Maleate (See New and Nonofficial Remedies 1952, 
p. 12). 


Raymer Pharmacal Company, Philadelphia. 


Cream Pyrilamine Maleate 2%: 28.3 gm. tubes and 454 gm. 
jars. A cream containing 20 mg. of pyrilamine maleate in each 
gram. 


Syrup Pyrilamine Maleate: 473 cc. and 3.78 liter bottles. A 
syrup containing 2.5 mg. of pyrilamine maleate in each cubic 
centimeter. 


Tablets Pyrilamine Maleate: 25 mg. and 50 mg. 


Penicillin for Injection for Prompt Action (See New and Non- 
official Remedies 1952, p. 124). 


Abbott Laboratories, North Chicago, Ill. 


Potassium Penicillin G (Buffered): 200,000 units. Buffered 
with 0.6 gm. of calcium carbonate. 


Secobarbital Sodium (See New and Nonofficial Remedies 1952, 
p. 244), 


Eli Lilly & Company, Indianapolis. 


Suppositories Seconal Sodium: 32.5 mg. U. S. Trademark 
328,662. 


Sodium p-Aminosalicylate (See New and Nonofficial Remedies 
1952, p. 88). 


Gold Leaf Pharmacal Company, New Rochelle, N. Y. 
Tablets Sodium Para-Pas: 0.69 gm. 


Meth-Dia-Mer-Sulfonamides (See New and Nonofficial Remedies 
1952, p. 103). 


' Vanpelt & Brown, Inc., Richmond, Va. 


Suspension Trifonamide: 360 cc. bottles. A suspension con- 


taining 33 mg. each of sulfadiazine, sulfamerazine, and sulfa- 


methazine in each cubic centimeter. 
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Tablets Trifonamide: 0.5 gm. Each tablet contains 0.166 gm. 
each of sulfadiazine, sulfamerazine, and sulfamethazine. VU. S. 
Trademark 508,633. 


Heparin Sodium-U.S.P. (See New and Nonofficial Remedies 
1952, p. 208). 


Organon, Inc., Orange, N. J. 


Solution Liquaemin Sodium (Extra High Potency): 2 cc. vials. 
A solution containing 20,000 U.S.P. units (approximately 200 
mg.) of heparin sodium in each cubic centimeter. Preserved 
with thimerosal 1:10,000. 


Mephenesin (See New and Nonofficial Remedies 1952, p. 432). 
Raymer Pharmacal Company, Philadelphia. 
Tablets Mephenesin: 0.5 gm. 


Penicillin for Injection for Prolonged Action (See New and Non- 
official Remedies 1952, p. 126). 


R. E. Dwight & Company, Des Moines, Ia. 


Aqueous Suspension Procaine Penicillin G_ with Procaine 
Hydrochloride 2%: 10 cc. vials. A suspension containing 300,000 
units of procaine penicillin G and 20 mg. of procaine hydro- 
chloride in each cubic centimeter. Preserved with 0.18% 
methylparaben and 0.02% propylparaben. 


Progesterone-U.S.P. (See New and Nonofficial Remedies 1952, 
p. 348). 


Bio-Intrasol Laboratories, Inc., Brooklyn. 


Aqueous Suspension Progesterone with Procaine Hydrochlo- 
ride 1%: 10 cc. vials. An isotonic saline solution containing 10 
mg. or 25 mg. of progesterone in each cubic centimeter. Pre- 
served with thimerosal 1:10,000. 


Acet-Dia-Mer-Sulfonamides (See New and Nonofficial Remedies 
1952, p. 100). 


Schering Corporation, Bloomfield, N. J. 


Suspension Tricombisul: 473 cc. bottles. A suspension con- 
taining 42 mg. each of sulfacetamide, sulfadiazine, and sulfa- 
merazine in each cubic centimeter. Preserved with 0.05% 
methylparaben and 0.01% propylparaben. 


Salicylanilide-N. F. (See New and Nonofficial Remedies 1952, 
p. 46). 


Doak Company, Inc., Cleveland. 


Ointment Salinidol 5%: 113.4 gm., 453.6 gm., and 2.27 kg. 
jars. An ointment containing 50 mg. of salicylarilide in each 
gram. U. S. Trademark 502,126. 


p-Aminosalicylic Acid (See New and Nonofficial Remedies 1952, 
p. 87). 


Premo Pharmaceutical Laboratories, Inc., South Hackensack, 
N. J. 


Tablets p-Aminosalicylic Acid: 0.5 gm. 
Sodium p-Aminosalicylate (See New and Nonofficial Remedies 


1952, p. 88). 


Premo Pharmaceutical Laboratories, Inc., South Hackensack, 
N. J. 


Tablets Sodium p-Aminosalicylate: 0.5 gm. 


Ascorbic Acid-U.S.P. (See New and Nonofficial Remedies 
1952, p. 445). 


Boyle & Company, Los Angeles. 


Tablets Ascorbic Acid: 25 mg., 50 mg. and 100 mg. 
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THE CLINICAL SESSION OF THE 
AMERICAN MEDICAL ASSOCIATION 


The annual Clinical Session of the American Medical 
Association, now in its sixth year, has come to be re- 
garded as one of the most comprehensive and practical 
of the condensed postgraduate medical education pro- 
grams available in this country. This year’s session, to 
be held in Denver, Dec. 2-5, will feature clinical and 
technical exhibits, clinical demonstrations, medical and 
surgical moving pictures and television, and some 200 
review lectures or panels on current progress in ob- 
stetrics, pediatrics, cardiovascular and chest diseases, 
neurology, psychiatry, traumatic surgery, medical ther- 
apy, and water and electrolyte therapy. As in previous 
Clinical Sessions emphasis will be on everyday problems 
rather than rarities, practical demonstrations rather than 
theoretical discussions, and survey lectures rather than 
descriptions of individual research. 

The entire Denver program will be held in the city’s 
newly enlarged municipal auditorium, so that visitors can 
attend a full day’s activities without leaving the building. 
Adequate restaurant facilities will be provided. The 
technical exposition, in which about 125 drug and equip- 
ment manufacturers, food processers, medical book pub- 
lishers, and other commercial organizations will display 
their products and services, will be located on the central 
arena floor adjacent to the registration desks. The 60 
scientific exhibits and the clinical demonstrations on 
fractures, artificial respiration, and obstetric techniques 
will be situated on the lower level of the new building. 
The eight separate meeting rooms in which the review 
lectures will be presented are adjacent to the exhibits. 

The program opens Tuesday morning, Dec. 2, with 
scientific and technical exhibits and medical motion pic- 
tures. On Tuesday afternoon and each subsequent after- 
noon there will be general lectures by speakers of 
national prominence on such subjects as essential hyper- 
tension, bone tumors, urinary infections in children, 
parenteral protein feeding, and other basic subjects. Fol- 
lowing this, surgical operations will be televised in color 
from the operating rooms of Denver General Hospital, 
and special group lectures will be presented by outstand- 
ing clinicians and teachers. The television and group 
lectures will continue on subsequent mornings and after- 
noons, while a diversified entertainment program will 


1. Gerlach, W.: Studien iiber hyperergische Entziindung, Virchows 
Arch. f. path. Anat. 247: 294-361, 1923. 

2. Klinge, F.: Der Rheumatismus, Ergebn. d. allg. Path. u. path. Anat. 
27: 1-351, 1933. 
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be offered each evening. This will include a concert by 
the Denver Symphony Orchestra. Since the House of 
Delegates of the American Medical Association meets 
concurrently with the Clinical Session, interested visitors 
will have an opportunity to see this policy-making body 
in action. A highlight of the program will be the selec- 
tion of the General Practitioner of the Year from a list 
of nominees submitted by county and state medical 
societies from all parts of the country. 

Those planning to attend the Clinical Session should 
make reservation as soon as possible. Application forms 
for hotel reservations and for advance registration will 
be found in subsequent issues of THE JOURNAL. 


COLLAGEN DISEASES 


Recently the concept of collagen diseases has re- 
ceived much attention. The frequency with which this 
term is used diagnostically justifies a consideration of the 
essential features of this concept and an evaluation of its 
significance. Early observations on fibrinoid changes in 
connective tissue collagen were made by German writers 
several decades ago. Gerlach ' found these as character- 
istic features of allergic inflammation in rabbits. Klinge ° 
verified this observation and believed that similar con- 
nective tissue changes seen after rheumatic fever are due 
to hypersensitivity. Other authors expanded these inter- 
pretations to include rheumatoid arthritis, periarteritis 
nodosa, arteriolosclerosis, thromboangiitis obliterans, 
lupus erythematosus, scleroderma, and other conditions. 
Some reasoned that connective tissue, though widely dis- 
tributed in the body, is an organ having characteristic 
structure and function, and that, like other organs, it is sub- 
ject to specific pathological changes such as fibrinoid de- 
generation. This viewpoint is not unique in its applica- 
tion; it is exemplified in the reticuloendothelial system, 
the muscular system, and others. 

The histological changes described are a myxomatous 
swelling of the collagenous ground substance of the con- 
nective tissue, which assumes an appearance like fibrin, 
hence the term fibrinoid degeneration. This occurs chiefly 
in the skin, cardiac, and vascular structures, particularly 
in arterial walls, but the alterations are widely dissemi- 
nated and are seen in the kidneys, spleen, mediastinum, 
muscles, and elsewhere. On the basis of the collagen 
changes, it was suggested that hypersensitivity is an im- 
portant etiological factor in this entire group of diseases. 

This assumption is tenable in several but not in all in- 
stances of collagenous degeneration. An allergic factor 
has been shown in some and suspected in others; how- 
ever, lupus erythematosus, a classical example of col- 
lagen disease, occurs in females about 10 times more fre- 
quently than in males. This incidence would be highly 
improbable if hypersensitivity were the cause. Mucoid 
and fibrinoid changes in collagen occur in diseases other 
than the ill-defined group called collagen diseases. There 
are identical morphological features in chronic inflam- 
matory reactions, such as peptic ulcer, regional enteritis, 
sarcoidosis, and tuberculosis and also in myxedema and 
in tumors such as myxosarcoma and those occurring in 
Hodgkin’s disease. Several workers have produced fi- 
brinoid changes of connective tissue experimentally by 


; 
if 

| 

> 

ot 
a 

& 
] 
I 
0 
R 
a 


Vol. 150, No. 3 


mechanical and by chemical means. These observations 
invalidate the supposition that hypersensitivity is the sole 
cause of collagenous degeneration. 

The presence of fibrinoid degeneration should not im- 
ply that the diseases in which it occurs have a common 
etiological factor. Parenchymatous degeneration presents 
a comparable situation. It occurs in diverse diseases that 
have no etiological kinship, and it is not due to any one 
specific cause. Pathologists are interested in the physi- 
ological and biochemical processes that underlie it, but 
they do not draw unwarranted conclusions concerning 
a kinship between the diseases in which it develops. The 
same reasoning should be applied to collagenous de- 
generation. 

Klemperer * and his co-workers deserve credit for en- 
couraging a conservative attitude toward the collagen 
diseases. They recognized that the morphological fea- 
tures do not indicate a pathogenetic relationship between 
the maladies in which they occur and that the presence of 
fibrinoid degeneration does not imply identifying them 
with one another. Klemperer states: “The impatience 
of clinical investigators and a peculiar worship of diag- 
nostic terms have led to an exaggerated popularity of the 
diagnosis collagen disease. There is danger that it may 
become a catch-all term for maladies with puzzling clin- 
ical and anatomical features. It is not a term applicable 
to diagnosis and certainly does not define the morbid 
process of the diseases grouped together.” * 

Undue significance should not be attached to the oc- 
currence of fibrinoid changes in connective tissue col- 
lagen. Pathologically, this is merely a form of degenera- 
tion, unspecified in etiology, that occurs in a wide variety 
of dissimilar diseases. This fact minimizes the clinical 
usefulness of the term collagen disease. 


RETROLENTAL FIBROPLASIA—AN 
UNSOLVED PROBLEM 


Ever since Terry ' first drew attention in 1942 to the 
disease entity known as retrolental fibroplasia, increasing 
numbers of cases have been reported both in this country 
and abroad. It is now known that the disease occurs in 
pre.nature infants whose birth weight is usually less than 
3 lb. (1,361 gm.), that it manifests itself during the first 
few days or weeks of life, and that it often leads to partial 
or complete loss of vision. Essentially a disease of the 
retina and vitreous, retrolental fibroplasia is character- 
ized in the beginning by dilatation of the retinal vessels 
and then by retinal and vitreous hemorrhages, exudate, 
retinal separation, neovascularization, and a cyclitic 
membrane leading to fibrous organization of fused retina 
behind the lens. The causative agent is unknown, and no 
effective therapy has been discovered. 

In the light of current investigations, anoxia as a cause 
of retrolental fibroplasia provides an attractive hypoth- 
esis. According to Szewczyk,? retrolental fibroplasia is 
induced either by failure to keep an oxygen-deficient 
newborn infant for a sufficient length of time in an 
oxygen-enriched environment or by failure to slowly 
_ acclimate the infant to a normal oxygen environment. 
-Retrolental fibroplasia is described as a terminal stage of 
anoxic retinopathy, a condition produced by retinal oxy- 
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gen deficiency during a period when vascularization of 
the retina is still taking place and the retinal elements are 
not fully developed. In addition to being caused by in- 
adequate oxygenation of blood, anoxia may also be 
induced by first exposing a premature infant to an oxygen- 
rich environment and then withdrawing it so rapidly 
that physiological acclimatization cannot take place 
without irreparable harm to the retina. Szewczyk main- 
tains that retrolental fibroplasia can be prevented by 
proper administration of oxygen, that the use of excessive 
oxygen concentrations should be avoided, and that pre- 
mature infants should be given minimal amounts of oxy- 
gen, just sufficient for their needs, before being weaned 
from the source of supply. Interference with oxygenation 
during pregnancy or infancy is to be regarded as a serious 
matter, and obstetric procedures that foster anoxia 
should be discouraged. 

Support for the belief that anoxia is a cause of retro- 
lental fibroplasia is provided by Ingalls * and his asso- 
ciates. By experimentally subjecting pregnant mice to 
anoxia, they were able to produce defects of the retina, 
and especially the proliferation of vasifactive tissue, in 
the offspring. On the other hand, Campbell * declares 
that administration of oxygen may provide a risk or 
hazard that the infant cannot possibly surmount. If this 
concept is valid, the incidence of retrolental fibroplasia 
should be greatest when oxygen is used extensively. In its 
support, Ryan ® advances the opinion that retrolental 
fibroplasia is due to the toxic effect produced by excessive 
oxygen treatment and that the disease develops as the 
result of the stimulation of mitoses and overgrowth of 
connective tissue, increase of vascularity, and increased 
growth rate of the inner layer of the optic cup, leading to 
further detachment. 

While the evidence for this hypothesis does not appear 
to be as substantial as that presented by Szewcezyk and 
Ingalls, nevertheless sufficient data exist on both sides to 
warrant the need for resolving the conflicting points of 
view by additional, carefully controlled studies.* The 
problem of retrolental fibroplasia, which is of concern to 
ophthalmologists, pediatricians, obstetricians, and epi- 
demiologists, should be attacked simultaneously by 
cooperating groups of investigators and not left in the 
hands of any single specialty. The combined efforts of. 
all are required. 
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AIR FORCE 


Air Surgeons’ Conference.—Air surgeons from more than a 
dozen commands overseas: and in the United States assembled 
Sept. 9 at the School of Aviation Medicine, Randolph Field, 
Texas, for a four day discussion of the effectiveness of combat 
crews and ways of increasing their morale and efficiency. The 
Far East Air Force sent to the meeting, Col. Max H. Watkins, 
director of medical administration, and Major William A. De- 
Fries, chief of aviation medicine. The Alaska Air Command was 
represented by Col. Arthur H. Corliss and Major Verne Alder 
and the Northeast Air Command in Newfoundland by Col. Carl 
B. Stilson and Capt. William K. Douglas. Altogether, more than 
50 visiting surgeons arrived by air, including Major Gen. Harry 
G. Armstrong, the Surgeon General, and 12 assistants from Air 
Force headquarters. Among other medical officers were Briga- 
dier Generals Edward J. Kendricks, Earl Maxwell, and ‘Olin F. 
Mcllnay, all from Washington, and Brig. Gen. A. H. Schwicht- 
enberg of the Air Defense Command. 

The subjects examined ranged from safety in the air to flight 
equipment, from flying crew selection to escape from jets and 
ditching procedures. The experience of operating commands 
was balanced against research developments at such organiza- 
tions as the School of Aviation Medicine. An important topic 
was the proper training of flight surgeons and other aeromedical 
personnel. 


Personal.—The Surgeon General has approved a period of resi- 
dency training at the University of Texas Medical Branch for 
Dr. Earl T. Carter of the School of Aviation Medicine. This 
arrangement will allow Captain Carter to continue his studies 
in physiology toward a Ph.D. degree on his return to the aero- 
medical school. It is the first time that such a procedure has 
been followed. 


NAVY 


The One Hundredth and Tenth Anniversary.—The Navy Bureau 
of Medicine and Surgery on Aug. 31 observed the 110th an- 
niversary of its establishment. An act of Congress, approved 
Aug. 31, 1842, directed the reorganization of the Navy Depart- 
ment. This act abolished the Board of Commissioners, which 
conducted the business of the Navy department and directed 
the establishment of five bureaus. Charged with and responsible 


_ for the health of the Navy, the Bureau of Medicine and Surgery 


is one of the first five bureaus and is the only one to have re- 
tained its original name through the 110 years. Today, the 
Bureau of Medicine and Surgery is the central agency of the 
Navy’s Medical Department. Its functions are to develop plans, 
policies, and practices and to direct the organization and opera- 
tions of Navy medical and dental activities ashore and afloat, 
with the goal of attaining the highest quality of medical and 
dental care possible for personnel of the Naval service. 

The Navy Medical Department (composed of five separate 
corps including the medical, dental, medical service, nurse, and 
hospital corps) accomplishes its assigned mission through the 
promotion of physical fitness, the prevention of diseases and 
injuries, and the treatment of the sick and injured. 

The Medical Department’s record of caring for the sick and 
injured, its international contributions to the arts and sciences 
of medicine, and the personal sacrifices and valor of its person- 
nel, in peace as in actual combat, is an outstanding page in the 
history of the United States Navy. 


Annual Medical Military Symposium.—The third annual medi- 
cal military symposium for all the armed forces of the United 
States will be held at the U. S. Naval Hospital, Philadelphia, 
Oct. 20-25. This symposium has been designed to provide re- 
serve and regular medical department officers with the latest 
information and techniques employed in military medicine and 
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dentistry. The subjects will be presented by speakers of out- 
standing prominence in their specialties. The chief of Naval 
personnel has approved this symposium for awarding retirement 
point credit for Naval reserve medical department officers at- 
tending under training or appropriate duty orders. Naval re- 
servists residing in the Fourth Naval District will be issued duty 
orders without pay at the time of registration. Inactive Naval 
reserve medical department officers residing in other Naval dis- 
tricts and the Potomac River Naval Command who desire to 
attend should submit requests to the commandant of their home 
Naval district for orders covering the number of days that they 
will be in attendance. Officers of the medical department on 
active duty may be given “authorization orders” (at no expense 
to the government) in accordance with current instructions. 


Medicomilitary Symposium.—This symposium will be held at 
the Naval Hospital, Chelsea, Mass., Oct. 27-29. Physicians and 
members of allied sciénces are invited. The Chief of Naval Per- 
sonnel announces that reserve medical department officers not 
on the inactive status list may be granted retirement point credits 
on the basis of one point for each day of attendance, provided 
the session attended is of two hours’ duration or longer. Any 
officer desiring point credit for attendance at the symposium 
should request appropriate duty orders without pay from the 
commandant of his naval district. A representative of the Dis- 
trict Medical Office, First Naval District, will be present to 
record the names of those attending. 


PUBLIC HEALTH SERVICE 


Dr. Topping in Pennsylvania.—Dr. Norman H. Topping, asso- 
ciate director of the National Institutes of Health at Bethesda, 
Md., has been appointed vice-president of the University of 
Pennsylvania in charge of medical affairs, effective Nov. 1, the 
Surgeon General has announced. Dr. Topping will be the princi- 
pal administrative officer of the University’s whole medical pro- 
gram—the School of Medicine, Graduate School of Medicine, 
School of Dentistry, School of Veterinary Medicine, School of 
Nursing Education, Schoo! of Auxiliary Medical Services, and 
the related hospitals and laboratories. 

A native of Missouri, he was commissioned in the Public 
Health Service in 1936 and was assigned to research work at the 
National Institutes of Health in 1937. During World War II, he 
was a consultant to the Army as a member of the U.S. Typhus 
Commission, a work that earned him the Typhus Commission 
Medal, and from 1946 to 1948 was assistant chief of NIH’s di- 
vision of infectious diseases. Then he was appointed associate 
director of NIH and assistant surgeon general of the Public 
Health Service. Recently he has devoted most of his time to the 
administration of the NIH’s program of research in heart disease, 
cancer, and metabolic, neurological, and other diseases. 

He is a past president of the American Society of Tropical 
Medicine, chairman of the advisory commission on the World 
Health Organization’s influenza program, and an adviser to the 
National Foundation for Infantile Paralysis. 

Dr. Topping has served on the Interdepartmental Committee 
for Scientific Research and Development, the Committee on 
Medical Science of the Research and Development Board of the 
U. S. Department of Defense, the Armed Forces Epidemiology 
Board, and the American Public Health Association’s Subcom- 
mittee on Control of Communicable Diseases. Besides the 
Typhus Commission Medal, he has received the Eli Lilly Bailey 
K. Ashford Award of the American Society of Tropical Medi- 
cine and the award of the Washington Academy of Science. 


Personal.—Dr. Leonard A. Scheele, the Surgeon General, re- 
ceived an honorary degree of Doctor of Laws recently from 
Jefferson Medical College, Philadelphia. 
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CALIFORNIA 


Community Honors Physician.—The Chamber of Commerce of 
Patterson has designated Sept. 21 as Dr. Allen Day in recog- 
nition of the years of service that Dr. Ernest G. Allen has 
given to the community. The day’s activities will start with a 
parade at 1:30 p. m., in which all of the more than 2,000 persons 
whom Dr. Allen attended at birth are being asked to march or 
ride. This will be followed by a barbecue and a program in the 
city park. Dr. Allen, who is a past president of the Stanislaus 
County Medical Association and of the local chamber of com- 
merce, came to Patterson 29 years ago. After graduation from 
the University of California, he served for seven years as super- 
intendent of vocational education for the island of Hawaii. He 


has been a member of the Patterson high school board of trus- 
tees for 15 years. 


Postgraduate Seminar.—The University of California Extension, 
Los Angeles, announces an annual postgraduate seminar, given 
in cooperation with the local branch of the Los Angeles County 
Medical Association at the Veterans Administration Hospital 
in Long Beach on Wednesdays, 7:30 to 9:30 p. m., Oct. 1 to 
Nov. 19. The following programs will be given: 

Oct. 1, Treatment of Simple Fractures by the General Practitioner, 

Paul E. McMaster. 
Oct. 8, Radiologic Interpretation of Chest Disease, Lowell S. Goin. 
Oct. 15, Dermatologic Manifestation of Internal Disease, Thomas H. 


Sternberg. Diagnosis and Management of Fungus Infections, Victor 
D. Newcomer. 


Oct. 22, Office Proctology, Charles M. Taylor and David Miller. 
Oct. 29, Functional versus Organic Heart Disease, James J. Sampson. 


Nov. 5, Essential Office Laboratory Procedures and Their Interpretation, 
Charles G. Craddock Jr. 


Nov. 12, ACTH and Cortisone, William S. Adams. 
Nov. 19, Present Use of Antibiotics, William L. Hewitt. 


Applications for admission should be addressed to University of 
California Medical Extension, Los Angeies 24. 


COLORADO 


Dr. Waring Made Professor Emeritus.—Dr. James J. Waring, 
professor of medicine at the University of Colorado School of 
Medicine, Denver, has been appointed professor emeritus after 
serving on the faculty for 26 years. He will relinquish part of 
his teaching duties but will continue to attend patients on the 
tuberculosis ward at Colorado General Hospital and to par- 
ticipate in research and guidance at the Colorado Foundation 
for Research in Tuberculosis, of which he is director and presi- 
dent of the board of trustees. 


CONNECTICUT 


Society News.—Dr. Elias J. Marsh Jr., Hartford, director of the 
bureau of mental hygiene, State Department of Health, was re- 
cently elected president of the Connecticut Society of Psychiatry 
and Neurology. 


Cancer Award to Dr. Larkin.—At the Connecticut State Medi- 
cal Society’s annual dinner in Hartford, Dr. Charles L. Larkin, 
Middlebury, received the American Cancer Society award, pre- 
sented annually by the Connecticut Cancer Society. The presen- 
tation, consisting of an engraved citation and a bronze medal, 
honored Dr. Larkin’s significant contribution to the state’s cancer 
control program, as president of the first voluntary organization 
in Connecticut formed to combat cancer. 


Personals.—Dr. Edward J. Stainbrook, assistant professor of 
psychiatry at Yale University School of Medicine, New Haven, 
has been appointed professor of psychiatry at the State Univer- 
sity of New York College of Medicine at Syracuse. Dr. 
Victor G. Wallace, Norwalk, has resigned as medical director 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 
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of the state welfare department to become director of the Con- 
necticut Blood Bank. The honorary degree of doctor of 
science was conferred on Dr. John F. Fulton June 2 at a 
convocation held at Boston University. Dr. Fulton has been 
Sterling Professor of Physiology at Yale University since 1930. 
Dr. Francis E. Tierney, MC, USN, ret., from Kentucky, 
who recently joined the staff of the Connecticut State Health De- 
partment, has been placed in charge of medical civil defense 
activities. Dr. Benjamin B. Whitcomb, Hartford, has become 
chairman of the Emergency Medical Service Committee of the 
Connecticut State Medical Society. 


DISTRICT OF COLUMBIA 


Cerebral Palsy Clinics.—The District of Columbia Society for 
Crippled Children announces that Dr. Winthrop M. Phelps will 
conduct cerebral palsy consultation clinics at 1767 Massachusetts 
Ave., N.W., on Oct. 9, Nov. 6, Dec. 4, and Dec. 18. The clinics 
begin at 10 a. m. and usually last until 3 p. m. Physicians are 
invited to attend. 


Annual Scientific Assembly.—The Medical Society of the 
District of Columbia will hold its annual scientific assembly at 
the Hotel Statler, Washington, D. C., Sept. 29 to Oct. 1, under 
the presidency of Dr. Wallace M. Yater, Washington, D. C. On 
Monday at 10 a. m. there will be a clinicopathological confer- 
ence, followed by a luncheon at which Dr. Paul B. Magnuson 
will speak. At 2:25 p. m. there will be a symposium on the rela- 
tionship of gastric ulcer to cancer. At the Women’s Medical 
Society dinner at the Mayflower Hotel Dr. Irene A. Koeneke, 
Halstead, Kan., will speak on “A Woman Physician Visits South 
America.” The George Washington University Medical Society 
luncheon, Tuesday, 12:15 p. m., will have as speaker Dr. John A. 
Trautman of the National Institutes of Health, who will discuss 
“The Clinical Center.” At 2:30 p. m. there will be a symposium 
on pain in the extremities. At 8:15 p. m. the American Heart 
Association will sponsor a public meeting at which there will be 
a panel discussion on research, recovery, and rehabilitation in 
heart disease. Roundtable discussions will be held: Tuesday, 
2 to 4 p. m. (1) dangers of antibiotic therapy and (2) hyper- 
tensive heart disease; and Wednesday, 2 to 4 p. m. (1) rubella 
in pregnancy and (2) plastic surgery of the lower urinary tract. 
The sessions will close with the annual dinner on Wednesday 
at 8 p. m., at which Vannevar Bush, Sc.D., president of Carnegie 
Institution of Washington, will be the speaker. Certificates for 
meritorious service will be awarded to Drs. Frank D. Costen- 
bader and William Cabell Moore of Washington, D. C. 


FLORIDA 


Lectures in Pathology.—The department of pathology, Jackson 
Memorial Hospital, Miami, announces a series .of lectures, to 
be held on Wednesdays from 4 to 5 p. m. throughout the year. 
Guest speakers for October are: Dr. Virgil H. Moon, Philadel- 
phia, “Renal Deficiency Associated with Shock” (Oct. 8) and 
“Classification and Differentiation of Leukemia and Related 
Conditions” (Oct. 15); Dr. T. Keller, “Diagnosis of Hepatitis” 
(Oct. 22); and Dr. Maurice Lev, Chicago, “Surgical Pathology 
of Congenital Heart Disease” (Oct. 29). Members of the Dade 
County Medical Association are invited to attend. 


GEORGIA 


Better Health Council.—The first annual state-wide meeting of 
the Better Health Council of Georgia will be held in Atlanta 


Sept. 25-26. During the Thursday morning session Dr. Cornelius 
F. Holton of Savannah, president of the Medical Association of 
Georgia, will discuss “Progress of Health in Georgia,” and Dr. 
Franklin S. Crockett, LaFayette, Ind., Chairman of the Com- 
mittee on Rural Health, American Medical Association, will 
speak on “Better Health in Rural Areas.” Five discussion groups 
will meet simultaneously from 2 to 4 p. m. to consider the 
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following topics: “Cost, Distribution and Attrition of All Person- 
nei in Health Fields Today,” “Routes to Happiness” (Mental 
Health Section), “Care of the Chronically Ill,” “Health Insurance 
in Georgia Today,” and “Cost of Hospital Services in 1952.” 
The Georgia Commission on Alcoholism will hold a forum at 
8 p. m. A film on alcoholism will be shown, and Dr. James N. 
Brawner Jr., Atlanta, will talk on “Alcoholism and Illness” and 
Paul H. Fraser, director of the commission, on “Alcoholism in 
Georgia.” 


ILLINOIS 

Conference on Handicapped Children.—The annual Governor’s 
Conference on Exceptional Children, sponsored by the Illinois 
Commission for Handicapped Children, will be held Sept. 
26 in Jacksonville. Special consideration will be given to the 
problems of children who have more than one handicap. Among 
the topics to be discussed are “Program for Handicapped Chil- 
dren at the Local Level” and “The Handicapped Child and His 
Family Group.” The conference, which is open without charge 
to all persons concerned with handicapped children, will be held 
at the Illinois Schoo! for the Deaf. Tours of the school and of 
the Illincis School for the Blind will be arranged during the 
morning hours. Inquiries may be directed to the Illinois 
Commission for Handicapped Children, 160 N. LaSalle St., 
Chicago 1. 


Chicago 

Dr. Gerard Joins Illinois Faculty—Dr. Ralph W. Gerard, 
president of the American Physiological Society, has been ap- 
pointed professor of neurophysiology at the University of 
Illinois College of Medicine, Chicago. He will also head the 
research laboratories of the department of psychiatry at the 
Illinois Neuropsychiatric Institute. Dr. Gerard has been pro- 
fessor of physiology at the University of Chicago for the past 11 
years. 


Blatt Memorial Fund Lecture.—The pediatric staff of Cook 
County Hospital announces that the fourth annual Morris Lamm 
Blatt Memorial Fund lecture will be given Oct. 7 in conjunction 
with the Julian Levinson Research Foundation. Dr. Herman 
Yannet, associate clinical professor, department of pediatrics, 
Yale University School of Medicine, New Haven, Conn., will 
speak on “Medical Aspects of Mental Deficiency” at 8:30 p. m. 
in the Medical Amphitheatre of Cook County Hospital. 


Tumor Institute Elects Officers.—At the annual meeting of the 
Chicago Tumor Institute, July 28, Dr. Max Cutler was elected 
president of the board of trustees, succeeding Dr. James T. Case, 
who remains on the board. Dr. Cutler has been succeeded as 
medical director by Dr. Leopold B. Bernheimer, who has been 
actively associated with the institute since its inception. The 
operation of the institute will continue under the direction of 
the scientific committee, composed of Drs. Leopold B. Bern- 
heimer, chairman: Alexander Brunschwig; James T. Case; Max 
Cutler; and Clark W. Finnerud. 


Society News.—The Chicago Medical Society and the Postgradu- 
ate Course in Diseases of the Gastrointestinal Tract, Liver, and 
Pancreas will hold a joint meeting Oct. 8 at 8 p. m. in the 
LaSalle Hotel. Dr. Waltman Walters, Rochester, Minn., will 
discuss “Present-Day Status of the Surgical Treatment of Gastric 
and Duodenal Ulcer,” and Dr. Burrill B. Crohn, New York, will 
present “Early Diagnosis of Gastric Malignancy.” There will be 
a fellowship gathering at 5:30 p. m. and dinner in honor of the 
guest speakers at 6:30 p. m. Reservations may be made through 
the society office, CEntral 6-3026. 


Dr. Paul D. White to Address North Side Branch.—The North 
Side Branch of the Chicago Medical Society will meet at the 
Drake Hotel, Oct. 2. A fellowship gathering at 5:30 p. m. will 
precede dinner at 6:30 p. m. At 8 p. m. Dr. Paul Dudley White 
of Boston will speak on “Our Ignorance About Heart Disease 
in Days Gone By.” This will be a joint meeting with the physi- 
cians attending the first postgraduate course of the Chicago 
Medical Society on cardiovascular and renal diseases. Sub- 
sequent meetings of the North Side Branch will be held Nov. 6 
and Dec. 4, 1952, and Jan. 5 and April 2, 1953. 
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KENTUCKY 

Society Election.—At the annual meeting of the Kentucky Sur- 
gical Society in French Lick, Ind., Dr. Elbert W. Jackson, 
Paducah, was elected president; Dr. W. Vinson Pierce, Coving- 
ton, vice-president; and Dr. Francis M. Massie, Lexington, re- 
elected secretary aud treasurer. 


State Medical Meeting in Louisville-—The annual session of the 
Kentucky State Medical Association, to be known as the Daniel 
Drake Memorial Meeting, will be held in the Columbia Audi- 
torium, Louisville, Oct. 7-9, under the presidency of Dr. W. 
Clark Bailey of Harlan. Out-of-state speakers include: 
Alfred Steiner, New York, Diet and Arteriosclerosis. 
Norvin C. Kiefer, Washington, D. C., Civil Defense Health Services 
and Special Weapons Defense. 
Col. Frank E. Hagman, Denver, Management of Casualties in Korea. 
John B. Alsever, Washington, D. C., Civil Defense Blood Program. 
Arthur R. Colwell, Chicago, Rationale of Good Control in the Treat- 
ment of Diabetes Mellitus. 
Cyril M. MacBryde, St. Louis, ACTH and Cortisone. 
Paul D. Crimm, Evansville, Ind., Diagnosis of Lung Lesions. 
Richard B. Capps, Chicago, Infectious Hepatitis. 
Eugene M. Bricker, St. Louis, Surgical Management of Carcinoma, of 
the Colon. 
George F. Bond, Bat Cave, N. C., Rural General Practice, 1952. 
Marshall H. Brucer, Oak Ridge, Tenn., Research with Therapeutic 
Radioisotopes. 


The oraticn in medicine, “The General Practitioner Sees the 
Hypertensive Patient,” will be delivered by Dr. Joe M. Bush, 
Mt. Sterling, on Tuesday at 11:30 a. m. The oration in surgery, 
“Geriatric Surgery,” will be delivered by Dr. Gaithel L. Simp- 
son, Greenville, Wednesday at 11 a. m. At a public meeting 
Tuesday, 8 p. m., Col. Gerald M. McDonnel, Washington, D. C., 
will speak on “Medical Aspects of Atomic Defense.” On Wednes- 
day at 12 noon the president’s luncheon will be held at the 
Brown Hotel. Mr. T. Russ Hill, native Kentuckian and Detroit 
industrialist, will speak on “Bulwarks.” On Thursday at 7:30 
p. m. the annual dinner will be held in the Crystal Room of the 
Brown Hotel. Dr. W. Clark Bailey will give an address on 
“Which Direction?” 


MASSACHUSETTS 

Testimonial Dinner for Dr. Kagan.—An internationally spon- 
sored testimonial dinner was tendered to Dr. Solomon R. Kagan 
at the Hotel Statler, Boston, on the occasion of the publication 


of his historical book, “Jewish Medicine (1952).” Dr. Harry 


Cohen of New York was chairman, and Dr. Morton J. Robbins, 
Nashua, N. H., was toastmaster. Among the speakers were Drs. 
Joseph H. Pratt of Boston, and Samuel W. Boorstein, Solomon 
Ginsburg, and Benjamin Koven of New York. The sponsors of 
the dinner included men of science from France, Italy, The 
Netherlands, Israel, Switzerland, Austria, Belgium, and the 
United States. 


District Medical Meeting —The Norfolk District Medical Soci- 
ety will meet Sept. 22 at 8 p. m. in the Boston Medical Library, 
The Fenway, for a program on the periodic health examination. 
Dr. Maurice Fremont-Smith, clinical professor of preventive 
medicine, Boston University School of Medicine, will discuss 
“The Annual Medical Survey of Well People in the Private 
Office: Procedure, Objectives, Results,” and Dr. Robert P. Mc- 
Combs, professor of medicine, Tufts College Medical School, 
Beston, will speak on “Laboratory Tests vs. Clinical Examina- 
tions and Evaluation in Health Surveys.” All physicians are 
invited. 


NEBRASKA 

State Medical Election—At the annual meeting in Lincoln, 
May 12-15, the Nebraska State Medical Association installed 
Dr. Harold S. Morgan, Lincoln, as president, and chose Dr. 
James F. Kelly, Omaha, president-elect and Dr. Charles F. 
Moon, Omaha, vice-president. 


Health Department Withdraws from Psychiatric Field.—The 
state health department discontinued its psychiatric services 
July 1 to avoid overlapping of functions with the board of con- 
trol and will withdraw entirely from the psychiatric field except 
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for administration of federal funds for the Lincoln Child Guid- 
ance Center and furnishing of literature and educational films 
on request. 


College of Surgeons Election.—Dr. Herbert H. Davis, Omaha, 
has been elected president of the newly revived Nebraska chapter 
of the American College of Surgeons. Other officers elected are 
Drs. Donaldson W. Kingsley, Hastings, vice-president; Richard 
E. Garlinghouse, Lincoln, secretary-treasurer; and Drs. Donald 
B. Steenburg, Aurora; Horace V. Munger, Lincoln; and Harry 
H. McCarthy, Omaha, councilors. 


NEW YORK 

University News.—Dr. Lytt I. Gardner, formerly assistant pro- 
fessor of pediatrics, Johns Hopkins University School of Medi- 
cine, Baltimore, was recently appointed associate professor of 
pediatrics at the State University of New York College of 
Medicine at Syracuse. Dr. William H. Bergstrom, formerly 
clinical fellow in pediatrics at the Children’s Medical Center in 
Boston, has been named instructor of pediatrics at Syracuse. 


Society News.—The Nassau Pediatric Society at its meeting, 
June 9, elected Dr. Daniel Blitz of Woodmere president, and 
Dr. David J. Posner of Levittown, secretary-treasurer. The 
Section on Allergy, Medical Society of the County of Kings and 
Academy of Medicine of Brooklyn, recently elected Dr. Emanuel 
Schwartz, president; Dr. Harry Markow, vice-president; Dr. 
Harry Leibowitz, secretary; and Dr. Solomon Slepian, treasurer. 
Elected as honorary members were Dr. Albert F. R. Andresen 
and Dr. Bela Schick. 


Dr. Andresen Awarded Medallion.—At commeygcement exer- 
cises June 5 the State University of New York, College of Medi- 
cine in New York City, announced the award of its annual 
alumni medallion for distinguished service to medicine to Dr. 
Albert F. R. Andresen of Brooklyn. Dr. Andresen, who is a 
member of the House of Delegates of the American Medical 
Association, was on the staff of the university (formerly the 
Long Island College of Medicine) for 42 years, becoming 
emeritus professor of clinical medicine in 1951. He has served 
as secretary and chairman of the Section on Gastroenterology 
and Proctology of the American Medical Association, speaker 
of the house of delegates of the Medical Society of the State of 
New York, and professor of gastroenterology at the New York 
Polyclinic Medical School and Hospital. He was a founder and 
for 10 years chairman of the subspecialty board of gastro- 
enterology of the American Board of Internal Medicine and is 
the American Medical Association representative on the Pro- 
fessional Education Committee of the American Cancer Society. 


New York City 

Society News.—The Charles G. Johnston Surgical Society meet- 
ing and dinner will be held Sept. 23 at 5:30 p. m. in the Council 
Room, University Club, Sth Ave. at 54th St. 


Personal.—The Board of Scientific Directors of the Rockefeller 
Institute for Medical Research announces that Dr. Peter K. 
Olitsky, who has reached the age of retirement, has been made 
a member emeritus of the institute. 


Yeshiva Medical Center—A campaign is under way to raise 
$25,000,000 to establish a nonsectarian medical center in the 
Bronx under the sponsorship of Yeshiva University. The center, 
which will be erected adjacent to and affiliated with the Bronx 
Municipal Hospital Center, will contain colleges of medicine, 
dentistry, nursing, and public health as well as postgraduate 
units. The medical school, expected to open in the fall of 1954, 
will be the first new medical school in New York City in 53 
years, 


NORTH CAROLINA 

State Medical Election——The Medical Society of the State of 
North Carolina, at its annual meeting in Pinehurst, installed 
Dr. James S. Brewer, Roseboro, as president; elected Dr. Joseph 
A. Elliott, Charlotte, president-elect; Dr. George W. Paschal, 


Raleigh, first vice-president; Dr. Forest M. Houser, Cherryville, 
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second vice-president; and re-elected Dr. Millard D. Hill, 
Raleigh, secretary-treasurer. Mr. James T. Barnes, Raleigh, is 
executive secretary. 


Annual Heart Symposium.—The annual Memorial Heart Sym- 
posium and Clinics will be held at the Hotel Robert E. Lee in 
Winston-Salem, Sept. 25-26, under the sponsorship of the Heart 
Association of Winston-Salem and Forsyth County. The speak- 
ers include Drs. W. Proctor Harvey, Charles A. Hufnagel, and 
Howard T. Karsner, Washington, D. C.; Roy W. Scott, Cleve- 
land; James V. Warren, Durham; George M. Wheatley, New 
York; and Robert W. Wilkins, Boston. Three of the speakers and 
three industrialists will hold a panel discussion on “The Cardiac 
Patient in Industry and Business.” Physicians, nurses, and health 
workers are invited. There will be no registration fee. 


OHIO 

H. Melville Hanna Lecture.—This lecture will be given Sept. 22 
at 4:30 p. m. at the Academy of Medicine of Cleveland, by 
Frank G. Young, D.Sc., the Sir William Dunn professor of 
biochemistry at the University of Cambridge, England. He will 
speak on “Some Aspects of the Endocrine Origin of Diabetes.” 
Dr. Young was the Banting lecturer and medallist of the Ameri- 
can Diabetes Association in 1950 and is a consultant to the 
U. S. Army Surgeon General. 


Psychiatric Referral Service.—Following a survey by the Cleve- 
land Mental Hygiene Association and the Welfare Federation in 
1950, which showed that 2,000 Clevelanders were in need of 
psychiatric services that were not available, establishment of a 
psychiatric referral service to channel emergency cases from 
social agencies to outpatient psychiatric clinics has been ap- 
proved. The joint committee on psychiatric facilities recom- 
mends that the Academy of Medicine, Western Reserve Univer- 
sity School of Medicine, the Cleveland Society of Neurology 
and Psychiatry, and professional staffs of local hospitals set up 
or sponsor various types of instruction to bring a closer working 
relation between psychiatrists and general practitioners. It also 
urges hospital boards either to augment existing psychiatric 
services or to add them to their hospital facilities. Because the 
record of the last 20 years shows that over 1,000 commitment 
orders were issued where no subsequent hospitalization was 
effected, a social worker should be engaged to assist the court 
by appropriate referrals to social agencies and follow-up study. 
The committee further recommends that the city welfare depart- 
ment undertake to establish psychiatric services in City Hospital 
and that the state division of mental health be requested to 
initiate a community mental hygiene outpatients clinic at Cleve- 
land State Receiving Hospital. 


OKLAHOMA 

Society Election.—At its meeting on May 2, the Oklahoma State 
Radiological Society elected the following officers for a two 
year term: president, Dr. Walter E. Brown, Tulsa; vice-president, 
Dr. Edward D. Greenberger, McAlester; and secretary-treasurer, 
Dr. John R. Danstrom, Oklahoma City. 


Fifty Year Pins Presented.—In recent ceremonies the following 
physicians were awarded pins denoting 50 years in the practice 
of medicine: Robert M. Howard, Horace Reed, John M. Alford, 
George A. LaMotte, Andrew J. Coley, Lewis J. Moorman, and 
Everett S. Lain, all of Oklahoma City; Joseph W. Shelton, for- 
merly of Oklahoma City and now of Los Angeles; Alfred H. 
Bungardt, Cordell; Albert C. Lucas, Castle; Samuel B. Leslie 
Sr., Okmulgee; and James I. Lyon, Edmond. 


Preceptors Appointed.—Mark R. Everett, Ph.D., dean, Univer- 
sity of Oklahoma School of Medicine, Oklahoma City, announces 
appointment of the following physicians as preceptors for the 
period June, 1952, to May, 1953: Carl H. Bailey, Stroud; H. Ned 
Burleson, Prague; Wallace Byrd, Coalgate; John M. Carson, 
Shawnee; Matt A. Connell, Picher; Joe I. Duer, Woodward; 
J. William Finch, Hobart; Leon C. Freed, Perkins; Ray H. Lind- 
sey, Pauls Valley; William C. McCurdy Jr., Purcell; Edwin A. 
McGrew, Beaver; John A. McIntyre, Enid; Oscar C. Newman, 


and Vec. 4, 1752, Jal. 2, 
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Shattuck; Van S. Parmley, Mangum; James S. Petty, Guthrie; 
Robert S. Srigley, Hollis; Aubrey E. Stowers, Sentinel; John R. 
Taylor, Kingfisher; Clifford A. Traverse, Alva; Henry D. Wolfe, 
Hugo; and Joseph F, York, Madill. 


TENNESSEE 


University to Honor Physicians.—In connection with commence- 
ment exercises, Sept. 29, the University of Tennessee College 
of Medicine, Memphis, will honor 58 physicians, graduates of 
the college, who have served their communities 50 or more years. 
A luncheon will be given, and at the exercises at 8 p. m. in 
University Center golden “T” certificates will be awarded. 


Society News.—At its annual meeting in Lebanon, the Middle 
Tennessee Medical Association elected Dr. Thurman Shipley, 
Cookeville, president; Dr. O. Reed Hill, Lebanon, president-elect; 
and reelected Dr. Frank G. Witherspoon, Nashville, secretary- 
treasurer. At the recent annual meeting of the Tennessee 
Radiological Society Dr. John E. Whiteleather, Memphis, was 
elected president; Dr. Joseph McKinney Ivie, Nashville, vice- 
president; and Dr. J. Marsh Frere, Newell Hospital, Chatta- 
nooga, secretary-treasurer. 


TEXAS 

Faculty Appointments.—Southwestern Medical School of the 
University of Texas, Dallas, announces the following full time 
appointments, effective Sept. 1: Dr. John Chapman, assistant 
dean of graduate and postgraduate education and professor of 
medicine; and Dr. Donald W. Seldin, professor of medicine and 
acting chairman of the department of medicine. 


Society Elections.—At its annual meeting in Dallas, the Texas 
Heart Association elected Dr. Jay C. Crager, Beaumont, presi- 
dent; Dr. Joseph F. McVeigh, Fort Worth, president-elect; 
Dr. Ben H. Cooley, El Paso, vice-president; DeWitt T. Ray, 
Dallas, treasurer; and Edgar M. Brown, Dallas, executive 
director. At its meeting in Dallas, the Texas Dermatologi- 
cal Association elected Dr. Columbus H. McCuistion, Austin, 
president; Dr. J. Franklin Campbell, Fort Worth, vice-president; 
and Dr. Thomas L. Shields, Fort Worth, secretary. Dr. 
Felix L. Butte, Dallas, has been elected president of the Texas 
Orthopedic Association. Dr. Louis J. Levy, Fort Worth, was 
chosen vice-president, and Dr. Margaret Watkins, Dallas, secre- 
tary-treasurer. The Texas Air Medics Association at a meet- 
ing in Dallas, elected Dr. Claire F. Miller, Waco, president; Dr. 
George L. Gallaher, Harlingen, president-elect; and Dr. John 
S. Minnett, Dallas, secretary-treasurer. Dr. John W. Winter, 
San Antonio, became president of the Texas Society of Anes- 
thesiologists at the meeting held in Dallas. Dr. James B. 
Robinett, Houston, was chosen president-elect; Dr. Frank O. 
Barrett, El Paso, vice-president; and Dr. Charles R. Allen, Gal- 
veston, secretary-treasurer. At its annual meeting in Dallas, 
the Texas Diabetes Association elected Drs. Edmond K. Doak, 
Houston, president; Raymond L. Gregory, Galveston, first vice- 
president; Lang F. Holland, Austin, second vice-president; and 
Ivan G. Mayfield, Lubbock, secretary-treasurer. 


UTAH 

Society News.—The recently elected officers of the Utah State 
Radiological Society are as follows: president, Dr. Quince B. 
Corey, Salt Lake City; vice-president, Dr. Louis P. Matthei, 
Ogden; and secretary-treasurer, Dr. Angus K. Wilson, Salt Lake 
City. 


Dr. Craddock Wins Essay Contest.—Dr. Wallis L. Craddock, 
chief of medicine, Veterans Administration Hospital, Salt Lake 
City, won the 12th annual essay contest of the Mississippi 
Valley Medical Society “for the best unpublished essay on a 
subject of practical and applicable value to the general practi- 
tioner of medicine.” This is the second time Dr. Craddock has 
won the contest. Dr. Craddock’s paper is entitled “Pulmonary 
Traits of the Systemic Mycoses.” He will receive a cash award, 
and a gold medal, and will present his essay at the annual meet- 
ing of the Mississippi Vailey Medical Society, St. Louis, Oct. 2. 
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VIRGINIA 


University Promotions—Recent promotions among the faculty 
of the University of Virginia Department of Medicine, Char- 
lottesville, include those of Dr. Frank J. Curran from associate 
professor to professor, Dr. Richard W. Garnett Jr. from assistant 
to associate professor, Dr. Gordon C. G. Thomas from instructor 
to assistant professor, and Arthur J. Bachrach, M.A., to in- 
structor and director of clinical psychology, all in the depart- 
ment of neurology and psychiatry; Dr. Fielding Jason Crigler 
from clinical instructor to assistant professor in ophthalmology; 
Catherine M. Russell, M.A., from instructor to assistant pro- 
fessor in microbiology; and Dr. Norman F, Wyatt to instructor 
in internal medicine. 


Personals.—Dr. Charles L. Harrell Sr., Norfolk, has retired from 
the practice of medicine to become medical director of the 
Tidewater Regional Blood Center of the American Red Cross. 
The Smyth County Medical Society recently honored Dr. 
Thomas K. McKee of Saltville, who is retiring from part of his 
duties after 55 years of practice in the county. At a banquet in 
Marion, Dr. McKee was presented with a key from the county 
organization “in recognition of his long and faithful service to 
the medical profession.” At the annual meeting of the New 
York Eye and Ear Infirmary in New York, Dr. Elbyrne G. Gill 
of Roanoke was elected president of the alumni association of 
the infirmary and also a member of the board of directors of 
the hospital. 


WEST VIRGINIA 
Rheumatic Fever Program.—The state department of health 
and the West Virginia Heart Association announce a new pro- 
gram concerned with prevention of rheumatic fever. The project 
will enable West Virginia physicians to obtain penicillin for 
prophylactic use in patients under 21 years of age whose parents 
are unable to pay for it. Heretofore, the program has been 
limited to patients who have had a known attack of rheumatic 
fever during the past two years. Application for penicillin may 
be made directly to the state department of health or through 
the local health department. 

The participating physician will be expected to keep the 
patient under observation at reasonable intervals and furnish 
information to public health officials. 


WISCONSIN 

Palsy Clinic Moves.—The Cerebral Palsy Clinic of the Medical 
Society of Milwaukee County has been moved to 1831 W. 
Wisconsin Ave., where larger quarters will allow the clinic to 
add more equipment and facilities. 


Donate Time for Bloodmobile—Members of the Outagamie 
County Medical Society donated their time when the Red Cross 
bloodmobile visited the county. They served in one hour shifts 
for three days to make blood tests, take histories, and supervise 
donations. The bloodmobile visited Appleton, Little Chute, and 
Kaukauna. 


Dr. Caswell Honored.—The residents of Fort Atkinson recently 
honored Dr. Harlow O. Caswell, Jefferson, at a community 
party. Dr. Caswell, who retired four years ago after half a 
century of practice in Fort Atkinson, came out of retirement 
and is now resident physician at the Forest Lawn Sanatorium 
at Jefferson. 


Society News.—At the annual meeting of the Wisconsin Radio- 
logical Society which was held at the Edgewater Hotel in Madi- 
son. Dr. John L. Armbruster, Milwaukee, was elected presi- 
dent; Dr. Ralph L. Troup, Green Bay, president-elect; and Dr. 
William W. Moir, Sheboygan, secretary-treasurer. Guest speaker 
at the meeting was Dr. Harry M. Weber of the Mayo Clinic, 
Rochester, Minn. At its annual meeting the Milwaukee 
Neuro-Psychiatric Society elected the following: Dr. Owen C. 
Clark, Oconomowoc, president; Dr. Walter Urben, Mendota, 
vice-president; Dr. Francis Millen, Milwaukee, secretary- 
treasurer;.and Drs. Josef A. Kindwall, Wauwatosa, and Harry 
Tabachnick, Milwaukee, councilors. 
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PHILIPPINE ISLANDS 

Dr. Salcedo Honored.—At its annual convention in Baguio City, 
the Philippine Medical Association installed as president Dr. 
Juan Salcedo Jr. The induction, however, took place in Geneva, 
Switzerland, where Dr. Salcedo was heading the Philippine 
delegation to the Fifth World Health Assembly. On May 4 at 
3 a. m. Geneva time, while the Philippine association was meet- 
ing at 10 a. m. Baguio time, the oath of office was administered 
by Dr. T. Elicafio, one of the members of the Philippine delega- 
tion and councilor of the association, while Dr. A. C. Regala, 
another Philippine delegate, witnessed the ceremony. During the 
World Health Assembly meeting, Dr. Salcedo was further 
honored by unanimous election to the presidency of the Fifth 
World Health Assembly. 


PUERTO RICO 


Dr. Kyker Accepts Oak Ridge Appointment.—Granvil C. Kyker, 
Ph.D., head of the department of biochemistry and nutrition, 
School of Medicine, University of Puerto Rico, Rio Piedras, has 
been appointed principal scientist of the Medical Division of the 
Oak Ridge Institute of Nuclear Studies. Dr. Kyker succeeds Dr. 
Harry D. Bruner, who left Oak Ridge on July 1 to become pro- 
fessor and chairman of the department of physiology, Emory 
University School of Medicine, Atlanta. 


GENERAL 


Dr. Moorhead Resigns.—Dr. John S. Moorhead, commissioner 
of health, Virgin Islands, resigned after 19 years’ association 
with the health department. His new duties take him to Liberia, 
West Africa, where as senior surgeon he will be responsible for 
administering the public health program. 


Society News.—The New England Society of Anesthesiologists 
announces the following meeting dates: Oct. 3, Hanover, N. H.; 
Nov. 18, Boston; Feb. 6, 1953, Hartford, Conn.; April 3, Boston 
(annual meeting). The November meeting will be a joint meet- 
ing of the society and the Massachusetts Society of Anesthesi- 
ologists. The guest speaker will be Dr. Ivan Magill of London. 


Yellow Fever.—A report received from Managua, Nicaragua, 
states that a liver specimen from a victim at Muelle de Los 
Bueyes was positive for yellow fever, according to information 
from the U. S. Public Health Service. 

The Public Health Service also calls attention to the fact that 
international travelers going to the Union of South Africa must 
have a valid yellow fever vaccination certificate, if their journey 
has involved traveling from or through or touching at any place 
or port within the endemic yellow fever area of Africa. 


Outbreaks of Gastroenteritis——The Arkansas State Board of 
Health reported an outbreak of gastroenteritis involving about 
200 of 1,000 persons who attended a church assembly. Inquiry 
revealed that roast beef was probably the tainted material——— 
According to the Oregon State Board of Health an outbreak of 
food poisoning followed a picnic dinner in which 142 persons 
were known to have been affected. Hemolytic staphylococci were 
isolated from samples of ham, which had been inadequately 
refrigerated. 


Fulbright Awards Offered.—Applications for United States 
Government grants for the academic year 1953-1954 for univer- 
sity lecturing and postdoctoral level research under the Fulbright 
Act will be accepted until Oct. 15, 1952, for Austria, Belgium, 
Luxembourg, Denmark, Egypt, France, Greece, Iraq, Italy, 
Japan, the Netherlands, Norway, Turkey, the United Kingdom 
and colonial dependencies, the Union of South Africa, and 
Pakistan. Requests for information should be addressed to the 
Executive Secretary, Conference Board of Associated Research 
Councils, Committee on International Exchange of Persons, 
2101 Constitution Ave., Washington 25, D. C. 


Centennial of Pharmaceutical Association—On Oct. 7 the 
American Pharmaceutical Association will celebrate its 100th 
year with a nationwide observance of Founders’ Day. Special 
meetings of local and student branches throughout the United 
States are being synchronized so that the main feature of the 
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Founders’ Day program may be transmitted to them by radio 
from the national meeting, which will be held in Washington, 
D. C., as part of the observance of National Pharmacy Week, 
which begins Oct. 5. The centennial celebrations were initiated 
with a convention in Philadelphia, Aug. 17-22, at which Dr. 
Louis H. Bauer, Hempstead, N. Y., President of the American 
Medical Association, delivered an address. 


Additional Postgraduate Courses.—The American College of 
Physicians has scheduled the following postgraduate courses in 
addition to those previously announced. 

Nov. 10-15, Selected Topics in Hematology, New England Center Hos- 
pital, Boston, William Dameshek. 

Nov. 17-21, Internal Medicine, Correlation of New and Existing Basic 
and Clinical Factors in Diagnosis and Treatment, Presbyterian Hospi- 
tal and the University of Illinois College of Medicine, Chicago, Frank 
B. Kelly. 

Dec. 1-6, Gastroenterology, University of Pennsylvania Graduate School 
of Medicine, Philadelphia, Henry L. Bockus. 

Dec. 8-12, Internal Medicine, University of California School of Medi- 
cine, Medical Extension, at the Franklin Hospital, San Francisco, 
Stacy R. Mettier and H. Clare Shepardson. 

Dec. 8-13, Recent Advances in Internal Medicine, Johns Hopkins Uni- 
versity and University of Maryland, Baltimore, Maurice C. Pincoffs 
and A. McGehee Harvey. 


Traffic Fatalities Increase—The National Safety Council an- 
nounces that the six month toll of auto fatalities was 16,820, a 
3% increase over the 16,400 fatalities at the end of June last 
year. In June, however, motor vehicle deaths decreased 2%, 
with 3,010 this year as compared with 3,070 last year. 

For the first half of 1952, only 17 of 45 states had decreases, 
while 26 had increases and 2 had no change. 

Of the 450 cities reporting to the council, 313 had no motor 
vehicle deaths in June. The three largest of these cities were 
Columbus, Ohio; Rochester, N. Y.; and St. Paul. Throughout 
the first half of the year, 140 of the cities still had perfect 
records. The three largest were Little Rock, Ark.; Davenport, 
[a.; and Evanston, Ill. Cities with fewer deaths at the halfway 
mark in 1952, compared with the same period in 1951, totaled 
171 out of the 450. 


Medical Illustrators Meet in St. Louis.—The Association of 
Medical Illustrators will hold its annual convention in St. Louis, 
Sept. 29-Oct. 1, under the presidency of Miss Maria Wishart, 
Toronto, Canada. During the Monday session, which will be 
held at St. Louis University, Dr. LeRoy Sante will speak on 
“Illustration as the Radiologist Sees It.” The St. Louis Univer- 
sity School of Medicine, 1402 S. Grand Blvd., will be host at 
a reception Monday evening before the banquet, which will be 
held at the Sheraton Hotel at 7:30 p. m. Dr. C. Rollins Hanlon, 
professor of surgery at the school, will deliver the Brodel lecture, 
and the Rev. Alphonse M. Schwitalla, S.J., dean emeritus of the 
school, will speak on “The Place of the Artist in the Medical 
School.” The Tuesday morning session will be held at Washing- 
ton University and the afternoon session at the St. Louis Medical 
Society, where Dr. Roland M. Klemme will speak on “Neuro- 
surgery and Illustration.” 


Constantinian Society Meeting at Saranac.—The Constantinian 
Society, which is composed entirely of internists who were chiefs 
or assistant chiefs of medicine in the Mediterranean theatre 
during World War II, will hold its annual meeting Oct. 1-4. The 
scientific session will begin Thursday at 9 a. m. at the Saranac 
Laboratory, Saranac Lake, N. Y., and will consist of presenta- 
tions by the Trudeau Foundation. Dr. Arthur J. Vorwald, 
director of the Trudeau Foundation and the Saranac Laboratory, 
will discuss “Roentgenographic and Pathologic Manifestations 
of Various Pneumoconioses”; Dr. George Wright, head of the 
foundation’s department of physiology, will present “Practical 
Application of Pulmonary Physiology”; and Dr. Roger S. 
Mitchell, associate medical director, Trudeau Sanatorium, and 
William Steenken, Jr., head of the Trudeau Laboratory, will 
speak on “Recent Advances in Chemotherapy of Tuberculosis.” 

The medicomilitary session will be held Friday at 9:30 a. m. 
at Lake Placid Club, N. Y., the following papers being read by 
members of the Army Medical Service Graduate School: 
“Studies on Absorption of Bacterial Products from the Intestinal 
Tract and Their Relation to Shock,” First Lieut. Russell M. 


The foundation also announces a grant of $2,150 that will enable 
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Nelson (MC); “Typhoid Vaccination,” Dr. Geoffrey Edsall; 
“Epidemic Hemorrhagic Fever” (covers actual observations in 
Korea), Drs. Ross L. Gauld and Joseph E. Smadel; and “Com- 
munication and Morale in the Army” (also from Korea), Dr. 
David McK. Rioch. 


Cerebral Palsy Meeting —The American Academy for Cerebral 
Palsy will hold its annual meeting in Durham, N. C., Oct. 2-4, 
under the presidency of Dr. Leslie B. Hohman of Durham, 
N. C. The sessions, which are open to all physicians interested, 
will be held at the Cerebral Palsy Hospital at Duke University. 
On Thursday afternoon, Joseph E. Markee, Ph.D., will show 
moving pictures of “Functional Anatomy of the Hand.” On 
Friday at 9 a. m. Dr. Hohman will discuss “The Cerebral Palsy 
Problem in 1952.” Other speakers will include: 

Leon Greenspan and George G. Deaver, New York, Clinical Approach 
to the Etiology of 100 Cases of Cerebral Palsy and Its Correlation 
with Signs and Symptoms. 

Alfred Strauss, Chicago, Aphasia in Children. 

George P. Guibor, Chicago, Practical Method to Determine Eye Defects 
in Cerebral Palsy. 

Margaret H. Jones, Glendale, Calif., Hip Derangement Seen in Cerebral 
Palsied Children. 

Temple Fay, Philadelphia, Effect of Carbon Dioxide (20%) and Oxygen 
(80%) Inhalation on Movement and Muscular Hypertonus in Athe- 
toids (motion picture). 

Joseph E. Markee, Ph.D., Durham, Studies on Neuromuscular Activity. 

Horace W. Magoun, Ph.D., Los Angeles, Regional Pathology in Cerebral 
Palsy Brains. 

Lenox D. Baker, Durham, Review of Surgical Procedures in Cerebral 
Palsy. 

Edith Meyer and Bronson Crothers, Boston, Physical and Psychological 
Evaluation of Patients with Cerebral Palsy. 

Samuel M. Wishik, New York, Organization and Function of Day 

School Units for Cerebral Palsy. 


Meeting of Institute on Alcoholism.—The Rocky Mountain 
Regional Institute on Alcoholism will meet Sept. 30 to Oct. 2 
in the Denison Auditorium, University of Colorado School of 
Medicine, Denver, under the sponsorship of the Colorado State 
Department of Public Health, Colorado Commission on Al- 
coholism, and the Office of Graduate and Postgraduate Medical 
Education of the University of Colorado School of Medicine. 
On Tuesday at 8 p. m. the Chronic Disease Committee of the 
Denver County Medical Society will sponsor a meeting for all 
physicians. “An Over-All Approach to the Problem of Al- 
coholism” will be discussed by Dr. C. Wesley Eisele, University 
of Colorado School of Medicine, Leon A. Greenberg, Ph.D., 
Yale University, New Haven, Conn., Raymond G. McCarthy, 
M.A., M.Ed., Yale Plan Clinic, New Haven, and Ralph M. 
Henderson, LL.B., Yale Center of Alcoholic Studies, New 
Haven. On Wednesday at 8 p. m. there will be a public meeting 
in Phipps Auditorium at which Dr. Edward J. Delehanty Jr., 
University of Colorado School of Medicine, Denver, will act as 
moderator. Mr. McCarthy will serve as commentator for a 
motion picture film entitled “Alcoholism,” and Mrs. Marty 
Mann, executive director, National Committee on Alcoholism, 
New York, will discuss “Hope for the Problem Drinker.” Dr. 
Roy L. Cleere, Dr. Thad P. Sears, Donald D. Glad, Ph.D., and 
Dr. Norbert L. Shere, all of Denver, will be among those 
participating in the program. 


March of Dimes Grants.—The 1952 March of Dimes is reported 
as the greatest ever conducted by the National Foundation for 
Infantile Paralysis. By the end of May, about $41,000,000 had 
been raised and an estimated 75,000,000 persons had made 
contributions. A total of $2,395,039 in March of Dimes funds 
has been allocated for polio research and professional education 
to 26 medical schools, hospitals, research institutions, and edu- 
cational organizations in this country and one in Canada. Of 
this amount $1,455,629 was allocated for research in prevention 
of the disease and improved methods of treatment, and $939,347 
for programs in professional education. 

A March of Dimes grant of $24,500 will enable scientists at 
Harvard University School of Public Health to continue their 
studies on breathing difficulties of polio patients and to develop 
and evaluate new methods for improving the care of such con- 
ditions. A grant of $24,650 has been awarded to Duke Univer- 
sity, Durham, N. C., for the making of medical movies under 
the direction of Joseph E. Markee, Ph.D., professor of anatomy, 
a pioneer in the use of audiovisual aids in medical education. 
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Duke Hospital to provide more physical therapy service for 
Lincoln Hospital. Duke’s School of Physical Therapy will be 
able to provide physical therapy service for hospitalized and 
ambulatory Negro polio patients as well as additional training 
facilities for student physical therapists. Dr. Lenox D. Baker, 
professor of orthopedic surgery, will be medical director of the 
program. 


Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States, its territories, and 
possessions in the weeks ended as indicated: 


Aug. 30, Aug. 23, Sept. 1, 
195 1 


Area 952 1952 951 
New England States 
14 15 4 
3 2 2 
Massachusetts.. 59 13 
Middle Atlantic States 
192 209 119 
New Jersey 54 59 45 
89 92 54 
East North Central States 
o 208 203 74 
82 7 18 
274 272 128 
West North Central States 
21 16 5 
5 81 14 


9 13 1 
District of Columbia................ 13 15 6 
52 58 19 
34 27 21 
East South Central States 
120 119 20 
Tennessee. ée 27 38 56 
7 15 44 
eae 15 61 31 
West South Central States 
Arkansas... 30 20 33 
Louisiana... 30 45 27 
Oklahoma. . 63 75 27 
Mountain States 
36 19 7 
Pacific States 
90 81 23 
Territories and Possessions 
3,565 3,508 1,76 


Health Advisory Group for Industrial Survey.—The Research 
Council for Economic Security has appointed a committee to 
advise on technical and administrative aspects of the problem 
of health in connection with its nationwide survey on the 
economic aspects of prolonged nonoccupational illness among 
employed persons (THE JOURNAL, June 21, page 769). Members 
of the committee are Dr. E. Dwight Barnett, director, Institute 
of Administrative Medicine, Columbia University, New York; 
Dr. Edward H. Carleton, East Chicago, Ind., medical director, 
Inland Steel Company; Frank G. Dickinson, Ph.D., Director, 
Bureau of Medical Economic Research, American Medical 
Association; Dr. Carl M. Peterson, Secretary, Council on In- 
dustrial Health, American Medical Association; and Dr. Dean 
W. Roberts, director, Commission on Chronic Illness, Baltimore. 
The council maintains headquarters at 111 W. Jackson Blvd., 
Chicago 4. 
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Cancer Detection Projects.—According to the National Cancer 
Institute, a three year screening program has been inaugurated 
in Memphis and Shelby County, Tenn., to determine whether 
vaginal cytology can be used as a case finding method in the 
general population. In this three year period, all women 20 and 
over will be given an opportunity to have cytological examina- 
tions for uterine cancer at yearly intervals. Microscopic ex- 
aminations of specimens will be provided without charge for 
those who obtain the cytological examinations through their own 
physicians. Provisions will be available to women who cannot 
afford the services of private physicians. Participating in the 
project are the Memphis and Shelby County Medical Society, 
the Memphis and Shelby County Health Department, the depart- 
ment of obstetrics and gynecology and the Institute of Pathology 
of the University of Tennessee College of Medicine, Memphis, 
and the National Cancer Institute. NCI grants will aid the 
project. 

More than 13,000 women have already participated in the 5- 
year-old vaginal cytology program sponsored by the Academy 
of Medicine of Toledo and Lucas County, Ohio. Some 26,000 
examinations have been made on this group, and 157 uterine 
carcinomas have been discovered. Cytological examination gave 
the first indication of 40 of these cancers. In the five year period, 
968 biopsies were made, with 154 positive results. False positive 
smears numbered 36; false negative smears, 28. Patients are 
charged a small fee for the pathologists’ services in addition to 
the regular examination fee charged by their physicians. 


Fracture Association Meets in Chicago.—The annual meeting 
of the American Fracture Association will be held Oct. 6-9 at 
the Hotel Sherman, Chicago, under the presidency of Dr. Henry 
W. Meyerding, Rochester, Minn. Monday noon there will be 
roundtable discussions of fractures of the spine, the hand, and 
the heel. At 3:30 there will be a seminar on fractures of the 
femur, with panel discussion by Drs. Roger Anderson, Seattle, 
Eugene L. Jewett, Orlando, Fla., Henry W. Meyerding, Roches- 
ter, Minn., Philip T. Holland, Bloomington, Ind., and Harold 
A. Sofield, Chicago. Dr. Duncan C. McKeever, Houston, Texas, 
will serve as moderator. At 7:30 p. m. a cocktail party for 
members, wives, and guests will be held. 

Tuesday special buses will leave the hotel at 8 a. m. for 
St. Luke’s Hospital, where Dr. Harry E. Mock Jr., Chicago, 
will conduct a fracture clinic. 

On Wednesday at 10:45 a. m. Dr. Roger Anderson will 
serve as moderator for a seminar on fractures of the hip. Col- 
laborators will be Drs. Eugene L. Jewett, Duncan C. Mc- 
Keever, Joseph S. Lundholm, Rockford, Ill., and Hermann W. 
Wellmerling, Bloomington, Ill. At 2 p. m. Drs. James Callahan 
and Carlo S. Scuderi, Chicago, will conduct the Cook County 
Hospital Operative Clinic. The annual banquet will be held in 
the Bal Tabarin Room at 8 p. m. 

On Thursday at 9 a. m. Dr. Homer D. Junkin, Paris, IIl., will 
present “The Five-Year Report of External Skeletal Fixation 
for the Treatment of Fractures.” The presidential address will be 
delivered during the general business meeting Thursday after- 
noon. 


Registry of Cardiovascular Pathology.—Dr. Thomas M. Scotti, 
former associate professor of pathology at the Medical College 
of Virginia, Richmond, has been appointed registrar of the 
Registry of Cardiovascular Pathology in Washington, D. C. The 
registry, sponsored by the American Heart Association, is a divi- 
sion of the American Registry of Pathology, a department within 
the Armed Forces Institute of Pathology, under the auspices of 
the National Research Council. Dr. Scotti succeeds Dr. Henry 
W. Edmonds, who has become acting curator of the Medical 
Museum of the Institute but will serve also as associate registrar. 

The registry maintains a permanent file of contributed gross 
specimens, tissue blocks, and microscopic slides, correlated with 
Clinical histories, electrocardiograms, and x-ray films. The reg- 
istry concentrates efforts, for the time being, on cases falling 
within the following categories: (1) congenital anomalies of the 
heart and larger blood vessels, (2) subacute bacterial endo- 
carditis, (3) the so-called “diseases of the collagen system,” in- 
cluding polyarteritis nodosa, temporal arteritis, disseminated 
lupus erythematosus, Libman-Sacks endocarditis, scleroderma, 
and amyloidosis of the heart, and (4) primary tumors of the 
heart, pericardium, blood vessels, and lymphatics, including 
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rhabdomyomatosis and glycogen-storage disease. In addition, 
cases will be welcomed with other types of diseases of the heart 
and larger blood vessels, in which consultation is desired, or in 
which there is special interest because of rarity or noteworthy 
clinicopathological correlation. The Registry of Cardiovascular 
Pathology provides consultation service at a national level in the 
field of cardiovascular pathology. It is intended that cases sub- 
mitted for consultation be first examined by a local pathologist, 
who will refer to the registry the relevant specimens. The registry 
contemplates preparation of sets of teaching material, available 
on loan to students and physicians. 


Pennsylvania Railroad Appoints Medical Officer.—The appoint- 
ment of Dr. Norbert J. Roberts as chief medical officer of the 
Pennsylvania Railroad to direct an expanding medical program 
for employees was announced Aug. 6. He will administer medical 
policy for the railroad and develop the personnel and facilities 
for the new program. There will be three regional medical 
officers, with headquarters in Chicago, Pittsburgh, and Phila- 
delphia; Dr. Roberts will be a member of the staff of the vice- 
president in charge of operations, with offices in Philadelphia. 
Decision to broaden the functions of the railroad’s medical 
department resulted from an extensive study which revealed the 
need for modernizing the medical department and the oppor- 
tunity to improve employee health. The new program will 
eventually encompass all phases of industrial hygiene, including 
preventive medicine, health education, periodic health examina- 
tions, dispensary treatment and care, and voluntary medical 
counsel. Modern equipment will be added to existing facilities. 
Dr. Roberts was a flight surgeon overseas during World War II. 
He completed a three year fellowship in internal medicine at the 
Mayo Foundation for Medical Education and Research, and 
after further study was awarded a master of science degree by 
the University of Minnesota, Minneapolis. He is a diplomate 
of the American Board of Internal Medicine. During the past 
three years he has served on the medical staff of the Standard 
Oil Company (N. J.). 


Need for More Respiratory Centers.—The National Foundation 
for Infantile Paralysis reports that at present there are five re- 
gional respiratory centers, each affiliated with a teaching hospital 
associated with a medical school. Centers now in operation are: 
Southwestern Poliomyelitis Respiratory Center, Jefferson Davis 
Hospital, Houston, Texas, affiliated with Baylor University Col- 
lege of Medicine; Mary MacArthur Memorial Respirator Unit, 
Wellesley Hills, Mass., affiliated with Harvard University Medi- 
cal School; Poliomyelitis Respirator Center, University Hospital, 
Ann Arbor, Mich., affiliated with the University of Michigan 
Medical School; Respiratory Center, Chronic Disease Institute, 
Buffalo, N. Y., affiliated with the University of Buffalo School of 
Medicine; and Southern California Respiratory Center, Rancho 
Los Amigos Hospital, Hondo, Calif., in cooperation with the 
Attending Staff Association, Inc. and the Los Angeles County 
Department of Charities. Plans have been made for the establish- 
ment of three additional centers during the coming months. 

Each center is operated by the hospital in which it is located. 
Because of limited facilities, patients are selected on the basis of 
their ability to benefit from expert clinical evaluation, investiga- 
tion and special care, and the contribution that the study of the 
individual patient will make to the advancement of knowledge 
of respiratory problems. Application for admission to a center 
should be made by the patient’s physician, who should write 
directly to the center’s medical director, requesting admission and 
submitting a complete medical summary. 

The National Foundation is also encouraging and aiding the 
establishment of local respirator care units in a number of hos- 
pitals throughout the country, including the Children’s Hospital 
School, Baltimore, the Harrisburg (Pa.) Polyclinic Hospital, and 
the Medical College of Virginia Hospital Division, Richmond, 
Va. The National Foundation’s medical department is interested 
in hearing of hospitals that have suitable facilities and a staff 
interested in developing such units. 

Local respirator care units are open to all respirator patients 
in the area in which they serve. Selected patients from the local 
units can be admitted to regional respiratory centers for short 
term study and evaluation with the understanding that on com- 
pletion of the short term period they can be returned to the local 
respirator care unit for further care. 


Fe 
| 
J 
: 
«© 
. 
‘ 
) 
. 
} 
| 


-230 MEDICAL NEWS 


CANADA 


‘Louis Gross Memorial Lecture—Dr. Charles K. Friedberg, 
assistant clinical professor, Columbia University College of 
Physicians and Surgeons, New York, will deliver the Louis Gross 
memorial lecture, Oct. 16, on “The Current Status of the Treat- 
ment of Coronary Heart Disease.” This lecture is given annually 
under the auspices of the Montreal Clinical Society at the Jewish 
General Hospital, Montreal. 


Penny Round-Up for Mental Health Week Campaign.—The 
Canadian Mental Health Association in Regina, Saskatchewan, 
recently staged a “Penny Round-Up” campaign in connection 
with Mental Health Week, which resulted in the collection of 
several hundreds of thousands of pennies. Two weeks before a 
designated day, each family in provincial communities that 
adopted the Penny Round-Up campaign was asked to set aside 
in a jar one penny for each of the 52 weeks in the year as a con- 
tribution to the cause of mental health. Through the cooperation 
of school boards, parents’ groups, and civic clubs, schoolchildren 
were organized into collectors for the campaign. Provided with 
cloth bags made by patients in Saskatchewan mental hospitals 
and training schools, they were sent out into their own neighbor- 
hoods to round up the pennies for mental health. 


FOREIGN 

Dogs as Cause of Road Accidents.—According to a report from 
the Royal Society for the Prevention of Accidents, dogs caused 
one-seventh of all road accidents in Britain last year, 75,000 
dogs being involved. The accidents caused 2,580 human casual- 
ties, including 23 persons killed and more than 600 seriously 
injured. 


Arthritis Research Institute——A new research institute for the 
study of rheumatic diseases has been established in Baden near 
Vienna, with a nucleus of seven units, among them a chemical, 
a biological, and an electrophoretic laboratory. The institute 
will function in close collaboration with the Second University 
Clinic of Vienna. 


CORRECTION 

BCG Vaccination in Japan.—In the foreign letter from Japan 

in THE JourRNAL, July 19, 1952, page 1154, in the 11th line of 

the second paragraph, the word “patients” should be “persons.” 

In the fifth line of the fifth paragraph, the words “toxic units” 
should be “tuberculin units.” 


MEETINGS 


AMERICAN ACADEMY FOR CEREBRAL Patsy, Durham, N. C., Oct. 2-4. 
Dr. Meyer A. Perlstein, 4743 North Drake Ave., Chicago 25, Secretary. 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Chicago, 
Oct. 12-17. Dr. W. L. Benedict, 100 First Avenue Bidg., Rochester, 
Minn., Executive Secretary. 


AMERICAN ACADEMY OF PEDIATRICS, Palmer House, Chicago, Oct. 20-23. 
Dr. E. H. Christopherson, 610 Church St., Evanston, Ill., Secretary. 


AMERICAN ACADEMY OF TROPICAL MEDICINE, Galveston, Texas, Nov. 13-15. 
Dr. Clay G. Huff, Navy Medical Research Institute, Bethesda 14, Md., 
Secretary. 


AMERICAN ASSOCIATION OF BLOOD BANKs, Hotel Schroeder, Milwaukee, 


Oct. 9-11. Miss Marjorie Saunders, 3500 Gaston Avenue, Dallas 1, 
Texas, Secretary. 


‘AMERICAN ASSOCIATION OF MEDICAL RECORD LIBRARIANS, Shoreham Hotel, 
Washington, D. C., Oct. 13-17. Miss Doris Gleason, 510 N. Dearborn St., 
Chicago 10, Executive Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, Elmira, N. Y., 
Oct. 16-18. Dr. Marshall N. Fulton, 124 Waterman St., Providence 6, 
R. I., Secretary. 


AMERICAN COLLEGE OF SURGEONS,Waldorf-Astoria, New York, Sept. 22-26. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Secretary. 


J.A.M.A,, Sept. -20, 1952 


AMERICAN DIETETIC ASSOCIATION, Minneapoiis Auditorium, Minneapolis, 
Oct. 21-24. Miss Ruth M. Yakel, 620 North Michigan Avenue, Chicago 
11, Executive Secretary. 


AMERICAN FRACTURE ASSOCIATION, Hotel Sherman, Chicago, Oct. 6-9, 
Dr. H. W. Wellmerling, 219 N. Main St., Bloomington, Ill., Secretary, 


AMERICAN MEDICAL WRITERS’ ASSOCIATION, Jefferson Hotel, St. Louis, 
Oct. 1. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary, 


AMERICAN PusLic HEALTH ASSOCIATION, Public Auditorium, Cleveiand, 
Oct. 20-24. Dr. Reginald M. Atwater, 1790 Broadway, New York 19, 
Executive Secretary. 


AMERICAN ROENTGEN Ray Society, Shamrock Hotel, Houston, Texas, 
Sept. 23-26. Dr. Barton R. Young, Germantown Hospital, Philadelphia 
44, Secretary. 


AMERICAN SOCIETY OF ANESTHESIOLOGISTS, Philadelphia, Nov. 11-14. Dr, 
J. Earl Remlinger Jr., Suite 1101, 188 West Randolph Street, Chicago 
1, Secretary. 


AMERICAN SOCIETY OF CLINICAL PATHOLOGISTS, Chicago, Oct. 13-17, 
Dr. Clyde G. Culbertson, 1040 W. Michigan St., Indianapolis, Secretary, 


AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Hotel Konicker- 
bocker, Chicago, Nov. 9-10. Dr. O. J. Pollak, P. O. Box 228, Dover, 
Del., Secretary. 


AMERICAN SOCIETY OF TROPICAL MEDICINE AND HyGIENE, Galvez Hotel, 
Galveston, Texas, Nov. 13-15. Dr. Quentin M. Geiman, 25 Shattuck St,, 
Boston 15, Secretary. 


ANNUAL GULF COAST REGIONAL CONFERENCE ON INDUSTRIAL HEALTH, Rice 
Hotel, Houston, Tex., Sept. 24-27. Dr. W. H. Hamrick, P. O. Box 2371, 
Houston, Tex., Chairman. 


ASSOCIATION OF AMERICAN MEDICAL COLLEGES, The Broadmoor, Colorado 
Springs, Colo., Nov. 10-12. Dr. Dean F. Smiley, 185 North Wabash 
Ave., Chicago 1, Secretary. 


ASSOCIATION OF LIFE INSURANCE MEDICAL DIRECTORS OF AMERICA, Los 
Angeles, Oct. 21-23. Dr. Henry B. Kirkland, P. O. Box 594, Newark 1, 
N. J., Secretary. 


COLLEGE OF AMERICAN PATHOLOGISTS, Drake Hotel, Chicago, Oct. 13-17, 
Dr. M. G. Westmoreland, 203 N. Wabash Ave., Chicago 1, Executive 
Secretary, 


CONSTANTINIAN Society, Lake Placid Club, Lake Placid, N. Y., Oct. 1-4. 
Dr. C. F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, Secretary. 


District OF COLUMBIA, MEDICAL SOCIETY OF THE, Hotel Statler, Washing- 
ton, Sept. 29-Oct. 1. Mr. Theodore Wiprud, 1718 M St. N.W., Wash- 
ington, Secretary. 


GREAT FALLS MEDICAL-SURGICAL CONFERENCE, Great Falls, Mont., Oct. 
24-25. Dr. William E. Sullens, Box 1066, Great Falls, Mont., Chair- 
man. 


GuLtF Coast Cuinicat Society, San Carlos Hotel, Pensacola, Fla., Oct. 
16-17. Dr. Dale E. York, 214% E. Wright St., Pensacola, Fla., Secretary. 


INDIANA STATE MEDICAL ASSOCIATION, Murat Temple, Indianapolis, Oct. 
28-30. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, Executive 
Secretary. 


INTERSTATE Post GRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Public Auditorium, Cleveland, Nov. 10-13. Dr. Arthur G. Sullivan, 
16 North Carroll St., Madison, Wis., Managing Director. 


Kansas City SOUTHWEST CLINICAL SocrETy, Kansas City, Mo., Oct. 6-9. 
Dr. Galen M. Tice, 630 Shukert Bldg., Kansas City, Kansas, Secretary. 


KENTUCKY STATE MEDICAL ASSOCIATION, Columbia Auditorium, Louisville, 
Oct. 7-9. Dr. Bruce Underwood, 620 S. Third St., Louisville 2, Secretary. 


MICHIGAN STATE MEDIcAL Society, Book-Cadillac Hotel, Detroit, Sept. 
24-26. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Secretary. 


MIssIssIPpPI VALLEY MeEpDicaL Society, Jefferson Hotel, St. Louis, Oct. 1-3. 
Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION, Hotel Statler, New York, 
Qct. 20-22. Dr. A. Xerxes Rossien, 1819 Broadway, New York 23, 
Secretary. 


NEW ENGLAND OBSTETRICAL AND GYNECOLOGICAL Society, Hotel Somerset, 
Boston, Oct. 29. Dr. Carmi R. Alden, 270 Commonwealth Ave., Boston 
16, Secretary. 


OKLAHOMA City CLINICAL Society, Biltmore Hotel, Oklahoma City, Oct. 
27-30. Dr. N. L. Miller, 512 Medical Arts Bldg., Oklahoma City, 
Director of Clinics. 


OmaHa Mip-WeEst CLINICAL Society, Hotel Paxton, Omaha, Oct. 27-31. 
Dr. Payson S. Adams, 1031 Medical Arts Bldg., Omaha 2, Director of 
Clinics. 


OreGon STATE MeEpicat Society, Portland, Oct. 8-11. Dr. Robert F. 
Miller, 833 S.W. 11th Ave., Portland 5, Secretary. 


PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Bellevue-Stratford Hotel, 
Philadelphia, Sept. 28-Oct. 2. Dr. Walter F. Donaldson, 500 Penn Ave., 
Pittsburgh 22, Secretary. 


SOUTHERN ELECTROENCEPHALOGRAPHIC Society, Sorrento Hotel, Miami 
Beach, Fla., Nov. 10-11. Dr. Irving Pine, Columbus Receiving Hospital, 
Columbus, Ohio, Secretary. 
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SOUTHERN MEDICAL ASSOCIATION, Miami, Fla., Nov. 10-13. Mr. C. P. 
Loranz, 1020 Empire Bldg., Birmingham 3, Ala., Secretary. 


SOUTHERN PSYCHIATRIC ASSOCIATION, White Sulphur Springs, W. Va., 
Nov. 2-5. Dr. N. M. Owensby, Medical Arts Bldg., Atlanta 3, Ga., 
Secretary. 


SOUTHWESTERN MEDICAL ASSOCIATION, Albuquerque, N. M., Oct. 30- 
Nov. 1. Dr. W. W. Schuessler, 1415 First National Bank Bldg., El Paso, 
Texas, Secretary. 


SOUTHWESTERN SurGIcAL CONGRESS, Baker Hotel, Dallas, Texas, Oct. 
20-22. Miss June Marchant, 1227 Classen St., Oklahoma City, Executive 
Secretary. 


Tri-STATE MEDICAL SOCIETY OF TEXAS, LOUISIANA AND ARKANSAS, Tex- 
arkana, Texas, Oct. 2-3. Dr. Albert M. Hand, 619 Main St., Texarkana, 
Texas, Secretary. 


VirGcINiA, MEDICAL Society OF, Jefferson Hotel, Richmond, Sept. 28-Oct. 1. 
Mr. Robert L. Howard, 1105 West Franklin St., Richmond, Executive 
Secretary. 


WISCONSIN, STATE Mepicat Socrety oF, Hotel Schroeder, Milwaukee, 
Oct. 6-8. Mr. Charles H. Crownhart, 704 E. Gorham St., Madison, 
Secretary. 


INTERNATIONAL 


AERO MEDICAL ASSOCIATION INTERIM MEETING, Paris, France, Sept. 26-28. 
Dr. Armand Robert, 2 Rue Marbeuf, Paris 8e, France, Secretary. 


AMERICAN CONGRESS OF INDUSTRIAL MEDICINE, Rio de Janeiro, Brazil, 
Sept. 20-28. Prof. Dr. Jose Pedro Reggi, Calle Arenales No. 981 Buenos 
Aires, Argentina, Director General. 


CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH Socrety, Cavalier 
Hotel, Virginia Beach, Virginia, U. S. A., Sept. 22-25. Miss Laurette 
McMechan, 318 Hotel West Lake, Rocky River (Cleveland 16) Ohio, 
Executive Secretary. 


EUROPEAN SOCIETY OF CARDIOVASCULAR SuRGERY, Strasbourg, France, Oct. 
3-4, Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh 8, Scotland. 


INTER-AMERICAN CONGRESS OF PusLIC HEALTH, Havana, Cuba. Sept. 26- 
Oct. 1. Pan-American Sanitary Bureau, 1501 New Hampshire Ave. 
N.W., Washington 6, D. C. 


INTER-AMERICAN CONGRESS OF RaDIoLoGy, Mexico City, Mexico, Nov. 2-8. 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sectetary- 
General. 


INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEUROPHYSIOLOGY, Boston, Mass., U. S. A., Aug. 18-21, 1953. Dr. 
Robert S. Schwab, Massachusetts General Hospital, Boston 14, Mass., 
U. S. A., Secretary-General. 


INTERNATIONAL CONGRESS OF HAEMATOLOGY, Mar del Plata, Argentina, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen- 
tina, Secretary. 


INTERNATIONAL CONGRESS FOR History OF SCIENCE, Jerusalem, Israel, 
August 3-7, 1953. Prof. F. S. Bodenheimer, Hebrew University, Jeru- 
salem, Israel, President. 


INTERNATIONAL CONGRESS ON HyDATID DISEASE, Santiago, Chile, Nov. 21- 
24. Organizing Committee, P. O. Box 9183, Santiago, Chile. 


INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, London, England, 
July 20-25, 1953. Mr. W. R. LeFanu, % London School of Hygiene 
and Tropical Medicine, Keppel Street, London, W.C.1, England, 
Chairman. 


INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Monte- 
video, Uruguay, March 1-7, 1953. Dirreccion General del Servico de 
Sanitad Militar, 8 de Octubre y Mariano Moreno, Montevideo, Uruguay, 
Secretariat of the Congress. 


INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, Amsterdam, Nether- 
lands, June 8-15, 1953. Dr. W. H. Struben, J. J. Viottastraat 1, 
Amsterdam, Netherlands, Secretary. 


INTERNATIONAL CONGRESS OF RADIOLOGY, Copenhagen, Denmark, July 
19-25, 1953. Professor Flemming Norgaard, 10 Oster Voldgade, Copen- 
hagen K., Denmark, Secretary General. 


INTERNATIONAL CONGRESS OF THERAPEUTICS, Madrid, Spain, Oct. 16-18. 
Professor Armijo, Instituto de Farmacologia, Cuidad Universitaria, 
Madrid, Spain, Secretary. 


INTERNATIONAL HosprraL CONGRESS, London, England, May 25-30, 1953. 
Capt. J. E. Stone, 10 Old Jewry, London, EC2, England, Hon. Secretary. 


INTERNATIONAL STUDY CONFERENCE ON CHILD WELFARE, Bombay, India, 
Dec. 5-12. For information write: All India Save the Children Com- 
mittee, 5 Carmichael Road, Bombay, India. 


PAN AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16, 1953. Secretaria del Congress, 763 Uriburu, Buenos Aires, 
Argentine. 
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Wor.tp CONFERENCE ON MEDICAL EpucaTIon, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 24-29, 1953, 
Secretariat: World Medical Association, 2 East 103d St., New York 29, 
BA; 


Woritp CONGRESS OF MEDICINE, Montecatini, Italy, Oct. 16-18. Secre 
tariat: Corso Trieste, 65, Rome, Italy. 


Wor_p Mepicat AssociaTION, Athens, Greece, Oct. 12-16. Dr. Louis H, 
Bauer, 2 East 103d St., New York 29, N. Y., Secretary General. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoarD OF MEDICAL Examiners: Part I and Il. February 1953. 
All centers where there are five or more candidates. Exec. Sec., Dr. 
John P. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral. Swampscott, Mass., Sept. 
28-Oct. 1. Sec., Dr. C. B. Hickcox, 80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Oral. Philadelphia, 
October 1953. Ex. Sec., Miss Janet Newkirk, 66 East 66th St., New 
York 21. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Various centers and 
overseas, Oct. 20. Closing date for the acceptance of applications for 
the written examination was May 1. Oral. Philadelphia, Nov. 13-14 and 
Washington, D. C., Nov. 17-18. Exec. Sec.-Treas., Dr. William A, 
Werrell, 1 West Main Street, Madison 3. 


AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. Chicago, May or June 
1953. Final date for filing application for the oral examination is Jan, 
15, 1953. Sec., Dr. W. J. German, 789 Howard Ave., New Haven 4, 
Conn. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written. Various 
Centers, Feb. 6, 1953. Final date for filing applications is Nov. 1. Sec., 
Dr. R. L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. Various Centers, January 
1953. Final date for filing applications was July 1. Practical. Chicago, 
Oct. 6-10 and New York City, June 6-10, 1953. Sec., Dr. Edwin B. 
Dunphy, 56 Ivie Road, Cape Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: The deadline for the receipt 
of applications for the 1953 Part II examinations was Aug. 15; for the 
1953 Part I examination the deadline is Nov. 30. Sec., Dr. Harold A, 
Sofield, 122 S. Michigan Ave., Chicago. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Written. Chicago, Oct. 6-10. Oral. 
Chicago, Oct. 6-10 and New Orleans, April 21-25, 1953. Sec., Dr. Dean 
M. Lierle, University Hospital, lowa City. 


AMERICAN BoarD OF PATHOLOGY: Written and Oral. Pathologic Anatomy 
and Clinical Pathology examination. Chicago, Oct. 9-11. Sec., Dr. 
William B. Wartman, 303 E. Chicago Ave., Chicago 11. 


AMERICAN BoarD OF PepiaTrics: Oral. Chicago, Oct. 24-26; Boston, Dec. 
5-7. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rose- 
mont, Pa. 


AMERICAN BoarD OF PtasTic SuRGERY: Oral and Written. New York, 
Sept. 26-28. Final date for filing of case reports is Aug. 15. Sec., Dr, 
Bradford Cannon, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE AND PusBLic HEALTH: Cleve- 
land, Oct. 18-20. Sec., Dr. E. L. Stebbins, 615 N. Wolfe St., Baltimore. 


AMERICAN BOARD OF PROCTOLOGY: Oral and Written. Philadelphia, Sept. 
27-28. Sec., Dr. Louis A. Buie, 102-110 Second Ave., S.W., Rochester, 
Minn. 


AMERICAN BOARD OF PsYCHIATRY AND NEUROLOGY: New York City, Dec. 
15-16. Final date for filing applications is Sept. 15. Sec.-Treas., Dr. 
David A. Boyd, Jr., 102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BoarD OF RADIOLOGY: Oral. Dec. 1-7. Final date for filing 
application was June 1. Oral. Tampa, April 8-15. Sec., Dr. B. R. Kirklin, 
102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF SURGERY: Written. Various Centers. October 1952, 
Final date for filing application was July 1. Written. Various Centers, 
March 1953. Final date for filing application is Dec. 1. Sec., Dr. J. 
Stewart Rodman, 225 S. 15th St., Philadelphia. 


AMERICAN BoarD OF UROLOGY: Written. Various Centers, December. 
Oral. Chicago, Feb. 7-11, Sec., Dr. Harry Culver, 30 Westwood Road, 
Minneapolis 16, Minn. 
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DEATHS 


Bastedo, Walter Arthur ® New York; born in Newmarket, On- 
tario, Canada, March 8, 1873; Columbia University College of 
Physicians and Surgeons, New York, 1899; formerly assistant 
professor of clinical medicine at his alma mater; at one time on 
the faculty of Cornell University Medical College; Chairman, 
Section on Pharmacology and Therapeutics of the American 
Medical Association, 1918-1919; member of the general com- 
mittee of revision of the “United States Pharmacopoeia” and 
‘chairman of the subcommittee on scope of the United States 
Pharmacopoeia Revision Committee; an honorary associate of 
the American Proctologic Association; fellow of the American 
College of Physicians; member and past president of the Ameri- 
can Gastro-Enterological Association; past president of the New 
York Gastro-Enterological Association; vice-president from 1910 
to 1930, and from 1930 to 1940 president of the American 
Pharmacopoeial Convention; member of the advisory council 
of the New York Department of Health during World War I, 
and during World War II was a member of the National Re- 
search Council; for many years associated with St. Vincent’s 
and Staten Island hospitals in Staten Island, and St. Luke’s Hos- 
pital; in 1929 received the honorary degree of doctor of science 
from Columbia University; in 1934 received the honorary degree 
of master of science from the Philadelphia College of Phar- 
macy and Science; author of “Laboratory Exercises in Materia 
Medica for Medical Students” and of a textbook on “Materia 
Medica, Pharmacology, Therapeutics, and Prescription Writing 
for Students and Practitioners”; curator of the New York Botani- 
cal Garden from 1897 to 1899; died July 20, aged 79. 


Gosline, Harold inman @ Provo, Utah; born in West Newton, 
Mass., July 2, 1888; Harvard Medical School, Boston, 1914; as- 
sistant and instructor of neuropathology at his alma mater from 


1914 to 1917; extension lecturer in social studies at Brown Uni- 
versity in Providence, R. I., from 1920 to 1923; professor of 
mental hygiene, Baylor University College of Medicine, Dallas, 
Texas, from 1923 to 1926; member of the Iowa State Medical 
Society and the American Psychiatric Association; fellow of the 
American College of Physicians; certified by the National Board 
of Medical Examiners; specialist certified by the American Board 
of Psychiatry and Neurology; served during World War I; senior 
physician at the Utah State Hospital; formerly clinical director at 
Woodward (Iowa) State Hospital and School, assistant superin- 
tendent and senior psychiatrist, New Mexico State Hospital in 
Las Vegas, clinical director and pathologist at the State Hospital 
for Mental Diseases at Howard, R. I., medical director of the 
Ring Sanatorium and Hospital in Arlington Heights, Mass., chief 
psychiatrist and clinical director to the Dallas (Texas) Child 
Guidance Clinic, and pathologist at Sing Sing Prison in Ossining, 
N. Y.; died July 18, aged 64, of acute myocardial failure fol- 
lowing overexertion in a struggle with a mentally ill patient. 


Aranow, Harry © New York; born in Russia in 1878; Cornell 
University Medical College, New York, 1904; served as clinical 
professor of obstetrics at Columbia University College of Phy- 
sicians and Surgeons; member of the House of Delegates of the 
American Medical Association in 1946, 1947, and 1948; past 
president of the New York Obstetrical Society and the Bronx 
County Medical Society; formerly vice-president of the New 
York Academy of Medicine; specialist certified by the American 
Board of Obstetrics and Gynecology; fellow of the American 
College of Surgeons; formerly member of the board of direc- 
tors of United Medical Service; for many years affiliated with 
Morrisania City, Bronx, Lebanon, and Bronx Maternity and 
Woman’s hospitals; died in Columbia-Presbyterian Medical Cen- 
ter July 31, aged 73. 

Moore, Robert Martin @ Indianapolis; born in Somerville, Ind., 
Nov. 18, 1884; Indiana University School of Medicine, Indian- 
apolis, 1913; professor of clinical cardiology at his alma mater; 
specialist certified by the American Board of Internal Medicine; 


@ Indicates Member of the Amer'can Medical Associatica. 


member of the House of Delegates of the American Medical 
Association in 1931; member of the Central Society for Clinical 
Research and the American Heart Association; past president of 
the Indianapolis Medical Society; fellow and ex-governor of the 
American College of Physicians; served with the American Ex- 
peditionary Forces during World War I; on the staff of the 
Indiana University Medical Center; on the visiting staff of St. 
Vincent’s Hospital; on the staff and advisory board of Methodist 
Hospital; died in Veterans Administration Hospital June 23, 
aged 67. 


Bolster, John Aloysius ® Providence, R. I.; born in Providence, 
R. L, Jan. 15, 1893; Tufts College Medical School, Boston, 1922, 
also a graduate in pharmacy; secretary of the board of examiners 
in medicine; state police surgeon; fellow of the American Col- 
lege of Surgeons; awarded a presidential citation for his selective 
service work during World War II; visiting chief surgeon, St. 
Joseph’s Hospital, Providence, and State Infirmary, Howard; 
associate surgeon, Miriam Hospital and Roger Williams General 
Hospital, Providence, and South County Hospital, Wakefield; in 
1940 received an honorary doctor of pharmacy degree at 
Rhode Island College of Pharmacy, where he was a member of 
the board of trustees; died at summer home in Narragansett 
July 4, aged 58, of coronory thrombosis. 


Adams, Clifford LeRoy Jr © Live Oak, Fla.; University of Arkan- 
sas School of Medicine, Little Rock, 1944; shot and killed by a 
woman patient Aug. 3, aged 43. 


Adams, Lynn David, Smithland, Ky.; Hospital College of Medi- 
cine, Louisville, 1904; formerly medical superintendent of the 
State Institution for the Feebleminded in Frankfort; died July 
12, aged 71, of coronary occlusion. 


Albert, Michael George ® New York City; Université de 
Lausanne Faculté de Médecine, Switzerland, 1948; resident, 
Morrisania City Hospital; died June 21, aged 46, of subarachnoid 
hemorrhage. 


Archer, Cullen W., Floresville, Texas; St. Louis College of Phy- 


sicians and Surgeons, 1913; affiliated with Floresville Hospital; 
died June 25, aged 67, of angina pectoris. 


Armstrong, Guy L. ® Taylorville, Ill.; Marion Sims Beaumont 
Medical College, St. Louis, 1902; an Associate Fellow and, in 
1914-1915, a member of the House of Delegates of the American 
Medical Association; died June 27, aged 73, of coronary oc- 
clusion. 

Armstrong, Tremain Ernst ® Hopewell, Va.; College of Physi- 
cians and Surgeons, Baltimore, 1899; served during World War |; 
affiliated with John Randolph Hospital, where he died July 8, 
aged 74, of pulmonary embolism. 


Baird, Noah Wesley, Atlanta, Ga.; Atlanta Medical College, 
1915; past president of the city board of education; died June 24, 
aged 62, of rupture of the heart, infarction of the myocardium, 
and hypertension. 

Baird, William Granville, Norman, Okla.; University Medical 
College of Kansas City, Mo., 1906; died in the Veterans Admin- 
istration Hospital, Oklahoma City, April 3, aged 78. 


Baldridge, Odus Leeper, Terre Haute, Ind.; Eclectic Medical 
Institute, Cincinnati, 1902; died in the Union Hospital June 25, 
aged 71, of coronary occlusion. 


Baugh, Charles William ® Menomonee Falls, Wis.; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 1911; for many 
years on the staff of Deaconess Hospital in Milwaukee, where 
he died July 13, aged 70, of virus pneumonia. 


Baylis, John N. ® San Bernardino, Calif.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1886; for many 
years physician and surgeon for the Santa Fe Railroad; died 
June 14, aged 86, of cerebral hemorrhage and hypertensive car- 
diovascular disease. 
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Beale, Robert Somervell © Washington, D. C.; Columbian Uni- 
versity Medical Department, Washington, 1900; clinical profes- 
sor of medicine, emeritus, Georgetown University School of 
Medicine; on the staff of the Garfield Memorial Hospital; died 
Aug. 2, aged 75, of cerebral thrombosis. 


Becker, George Edwin @ Erie, Pa.; Hahnemann Medical College 
and Hospital of Philadelphia, 1925; affiliated with Hamot and 
St. Vincent’s hospitals; died June 17, aged 51, of myocarditis. 


Bellinger, James Edward @ Collinsville, Ill.; St. Louis University 
School of Medicine, 1918; member of the Industrial Medical 
Association; served overseas during World War I; affiliated with 
Alton (Ill.) Memorial Hospital, St. Mary’s Hospital in East St. 
Louis, and St. Joseph’s Hospital in Highland; died in St. Mary’s 
Hospital, Clayton, Mo., June 17, aged 59, of carcinoma. 


Betts, Harrison, Yonkers, N. Y.; Cornell University Medical 
College, New York, 1910; served overseas during World War I; 
emeritus surgeon, St. John’s Riverside Hospital, where he died 
July 14, aged 67, of carcinoma of the pancreas. 


Binger, Melvin William ® Chattanooga, Tenn.; University of 
Nebraska College of Medicine, Omaha, 1926; formerly member 
of the staff of the Mayo Clinic and Mayo Foundation in Roches- 
ter, Minn.; specialist certified by the American Board of Internal 
Medicine; member of the Central Society for Clinical Research, 
Alumni Association of the Mayo Foundation, Sigma Xi, and Phi 
Chi; associated with the Campbell Clinic; died July 26, aged 55, 
of coronary occlusion. 


Birdsall, Gregg Custis, Milford, Pa.; New York Homeopathic 
Medical College and Hospital, New York, 1904; from 1929 to 
1947 president of the District of Columbia Examining Board in 
Medicine and Osteopathy, of which he had been secretary; served 
on the staff of the National Homeopathic Hospital in Washing- 
ton, D. C.; died in Doctors Hospital, Washington, D. C., July 16, 
aged 69, of sarcoma. 


Black, Herbert A. © Pueblo, Colo.; Medical School of Maine, 
Portland, 1898; member of the International College of Sur- 
geons; fellow of the American College of Surgeons; in 1950 
first vice-president of the American Hospital Association; for 
many years affiliated with Parkview Episcopal Hospital; died 
Aug. 7, aged 78. 


Boswell, John Thomas ® Kewanee, Ill.; Chicago College of Med- 
icine and Surgery, 1916; served as city commissioner; affiliated 
with St. Francis and Kewanee Public hospitals; died July 19, 
aged 63, of acute coronary occlusion. 


Brumberg, Joseph @ Buffalo; University of Buffalo School of 
Medicine, 1913; specialist certified by the American Board of 
Dermatology and Syphilology; member of the American 
Academy of Dermatology and Syphilology; past president of 
the Buffalo-Rochester Dermatologist Society; served in France 
during World War I; affiliated with Emergency, Meyer Me- 
morial, and Buffalo State hospitals; died June 15, aged 63, of 
coronary thrombosis. 


Burr, Abram David ® Gouverneur, N. Y.; University of Mich- 
igan Department of Medicine and Surgery, Ann Arbor, 1910; 
health officer for the village and township of Gouverneur; school 
physician and county coroner; for many years examining physi- 
cian for draft board number 45; affiliated with North Country 
hospitals in Gouverneur, Canton, and Alexander Bay; died July 
4, aged 69, of coronary thrombosis. 


Bushong, George Eagle © Tompkinsville, Ky.; University of 
Louisville School of Medicine, 1924; formerly county sheriff; 
died in Appalachian Hall, Asheville, N. C., July 26, aged 52. 


Byrnes, John Leonard ® Hudson Falls, N. Y.; Albany (N. Y.) 
Medical College, 1913; past president of the Washington County 
Medical Society and the Glens Falls Academy of Medicine; in 
1943 president of the Alumni Association of the Albany Medical 
College; cardiologist at Glens Falls (N. Y.) Hospital, where he 
died July 11, aged 61, of cerebral thrombosis. 


Calhoun, Fred @ Sedan, Kan.; Illinois Medical College, Chicago, 
1903; died June 8, aged 81, of arteriosclerotic heart disease. 

Chinn, Ben David @ Washington, D. C.; Rush Medical College, 
Chicago, 1940; associate professor of bacteriology and im- 
munology, Georgetown University School of Medicine; member 
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of the Society of American Bacteriologists; served as director 
of clinical work for the venereal disease bureau of the District 
of Columbia; affiliated with St. Elizabeth’s Hospital; died in 
Georgetown University Hospital July 7, aged 48, of cerebral 
hemorrhage. 


Coble, Aaron C. ® Dauphin, Pa.; University of Maryland School 
of Medicine, Baltimore, 1885; also a pharmacist; died July 13, 
aged 93. 


Cooper, Everette Lucius ® Wichita, Kan.; Loyola University 
School of Medicine, Chicago, 1935; affiliated with St. Joseph’s, 
Wichita, and Wesley hospitals; died in Hastings, Minn., July 22, 
aged 50, of coronary thrombosis. 


Copeland, Cecil Clare, Beaver City, Neb.; Rush Medical College, 
Chicago, 1894; served during World War I; died in McCook 
June 18, aged 83, of coronary insufficiency and pulmonary 
fibrosis. 


Crawford, John Kerr © Nashville, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1940; served during World War 
II; instructor in clinical surgery, Vanderbilt University School 
of Medicine; on the staff of the Vanderbilt University Hospital; 
died June 13, aged 38. 


Cunningham, John Milton ® Indianapolis; Medical College of 
Indiana, Indianapolis, 1904; for many years on the faculty of 
Indiana University School of Medicine; affiliated with St. Vin- 
cent’s and Methodist hospitals; died June 29, aged 75, of mul- 
tiple myeloma and cerebral thrombosis. 


Daigle, Clifton Clermont ® Easton, Pa.; University of Vermont 
College of Medicine, Burlington, 1919; served during World 
War I; for many years affiliated with Easton Hospital, where he 
died June 12, aged 60, of carcinoma of the rectum. 


Dampeer, Joseph Hughston, Canton, Miss.; (licensed in Missis- 
sippi in 1909); died June 12, aged 66. 


Davidson, Benjamin, Brooklyn; Cornell University Medical Col- 
lege, New York, 1908; specialist certified by the American Board 
of Internal Medicine; died in Maimonides Hospital July 16, aged 
67, of myocardial infarction. 


Davis, Lincoln ® Needham, Mass.; Harvard Medical School, 
Boston, 1898; member of the American Surgical Association and 
New England Surgical Society; fellow of the American College 
of Surgeons; served as president of the Boston Medical Library; 
died July 29, aged 80. 


DeMello, Joseph © South Dartmouth, Mass.; Tufts College 
Medical School, Boston, 1935; served during World War II; 
on the courtesy staff of St. Luke’s Hospital in New Bedford; 
accidentally drowned in New Bedford June 18, aged 42, after 
his outboard motorboat capsized off Fort Rodman. 


Diseroad, Benjamin Franklin @ Philadelphia; University of 
Pennsylvania Department of Medicine, Philadelphia, 1907; on 
the staff of the Stetson Hospital; died June 20, aged 69, of 
cerebral hemorrhage. 


Dunn, William Willcox ® Richmond, Va.; Columbia University 
College of Physicians and Surgeons, New York, 1894; served on 
the board of directors of the Retreat for the Sick; died June 19, 
aged 81, of hypostatic pneumonia. 


Edgar, Russell Graham @ Detroit; Detroit College of Medicine 
and Surgery, 1914; on the staff of the Delray General Hospital; 
died July 9, aged 61, of pulmonary embolism. 


Ehrmann, Fred J. E. ® La Grange, Ill.; College of Physicians 
and Surgeons of Chicago, 1893; Associate Fellow of the Ameri- 
can Medical Association; fellow of the American College of 
Surgeons; affiliated with St. Anthony de Padua Hospital in 
Chicago, where he died July 16, aged 79, of cerebral hemor- 
rhage. 


Elliston, Arthur Gill, New Castle, Ky.; Medical College of 
Ohio, Cincinnati, 1894; served as county health officer; formerly 
affiliated with Norton Memorial Infirmary in Louisville; died 
June 30, aged 81. 


English, Harry Edward @ Rensselaer, Ind.; Indiana University 
School of Medicine, Indianapolis, 1921; member of the Ameri- 
can College of Anesthesiologists; past president of the Jasper 
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County Medical Society; served during World War I; on the 
school board; died in Jasper County Hospital June 7, aged 54, 
of myocardial infarction. 


Ferebee, Luther Clyde, South Norfolk, Va.; Medical College of 
Virginia, Richmond, 1910; for many years county coroner and 
sheriff; formerly a member of the Virginia House of Delegates; 
affiliated with De Paul, Leigh Memorial and Norfolk General 
hospitals in Norfolk; died June 4, aged 67, of coronary occlusion. 


Fidler, Roswell Schiedt ® Columbus, Ohio; Ohio State Univer- 
sity College of Medicine, Columbus, 1925; assistant professor of 
pathology at his alma mater; specialist certified by the Ameri- 
can Board of Pathology; member of the College of American 
Pathologists and the American Society of Clinical Pathologists; 
fellow of the American College of Physicians; served during 
World War I; for many years affiliated with the White Cross 
‘Hospital, where he was director of laboratories; died June 30, 
aged 53, of bronchogenic carcinoma. 


Flannelly, George John © Throop, Pa.; Jefferson Medical College 
of Philadelphia, 1920; affiliated with Mid-Valley Hospital in 
Peckville, and the Mercy and Hahnemann hospitals in Scranton; 
died June 11, aged 55, of coronary thrombosis. 


Franz, Jesse Albert © Russell, Ky.; University of Louisville (Ky.) 
Medical Department, 1910; affiliated with Kings Daughters Hos- 
pital in Ashland; died July 14, aged 67, of coronary occlusion. 


Freeman, Otto Leon, Basile, La.; Tulane University of Louisiana 
School of Medicine, New Orleans, 1918; served during World 
War I; died in Savoy Hospital, Mamou, July 4, aged 58, of 
mesenteric thrombosis. 


Galanti, Charles Pascal ® Chicago; Northwestern University 
Medical School, Chicago, 1931; specialist certified by the Ameri- 
can Board of Radiology; member of the Radiological Society of 
North America and the American College of Radiology; affili- 
ated with Moiher Cabrini Hospital and Holy Cross Hospital, 
where he died Aug. 7, aged 47, of carcinoma with metastases. 


Gambrell, William Mooney @ Austin, Texas; University of 
Texas School of Medicine, Galveston, 1920; secretary of the 
board of trustees of the Texas Medical Association of which he 
had been president in 1950-1951; past president of the Bell 
County, Seventh District, and Travis County medical societies; 
formerly councilor of the Seventh District Medical Society; 
fellow of the American College of Surgeons; affiliated with 
Seton and Brackenridge hospitals; consultant in gynecology and 
obstetrics, St. David’s Hospital, where he died July 25, aged 61. 


Gans, Charles Core ® Major, U. S. Army, retired, Belmont, 
Calif.; Western Pennsylvania Medical College, Pittsburgh, 1905; 
U. S. Army Medical School, 1924; served during World War I; 
entered the medical corps of the U. S. Army in 1920 and retired 
in October, 1929, for disability in line of duty; formerly San 
Mateo County health and welfare director; died in Letterman 
General Hospital, San Francisco, June 18, aged 74, of acute 
pyelonephritis and chronic enteritis. 


Garland, Cornelius Nathaniel @ Boston; Leonard Medical 
School, Medical Department Shaw University, Raleigh, 1901; 
died in Baker Memorial-Massachusetts General Hospital June 20, 
aged 76, of myocardial infarction and coronary thrombosis. 


Garrett, Charles Reece ® Walla Walla, Wash.; Jefferson Medical 
College of Philadelphia, 1905; served as president of the Walla 
Walla Valley Medical Society; died June 25, aged 72. 


Garvey, Thomas Quincy © Lancaster, Pa.; Georgetown Univer- 
sity School of Medicine, Washington, D. C., 1894; died in Lan- 
caster General Hospital June 19, aged 80, of angina pectoris. 


Gaskins, William Harvey, Batavia, Ohio; Eclectic Medical Col- 
lege, 1915; health commissioner of Clermont County; died at 
Lebanon, Ind., July 1, aged 71, of injuries received in an auto- 
mobile accident. 

Germann, Melinda C. Knapheide © Quincy, Ill.; Quincy College 
of Medicine, 1886; an Associate Fellow of the American Medical 
Association; for many years member of the board of education; 
died July 15, aged 88, of myocarditis. 

Gersack, John Roberts ® Dayton, Ohio; Indiana University 
School of Medicine, Indianapolis, 1932; specialist certified by the 
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American Board of Proctology; on the staff of St. Elizabeth Hos- 
pital, where he died July 12, aged 45, of uremia and chronic 
glomerulonephritis. 


Getelman, Ralph Ehrlen © Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1903; for many years 
secretary of the committee of censors of the Philadelphia County 
Medical Society; died July 28, aged 74, of acute dilatation of the 
heart. 


Getzendanner, Harvey F., Frederick, Md.; Baltimore University 
School of Medicine, 1894; died May 23, aged 84. 


Gilliam, David Botimer © Columbus, Ohio, Ohio State Univer- 
sity College of Medicine, Columbus, 1917; formerly on the 
faculty of his alma maier; fellow of the American College of 
Surgeons; for many years on the staff of St. Anthony Hospital, 
where he died July 5, aged 58, of bronchogenic carcinoma of 
the right lung. 


Gipple, Warren Long ®@ Alden, N. Y.; University of Buffalo 
School cf Medicine, 1920; health officer; director of the Alden 
State Bank; affiliated with Buffalo General Hospital, where he 
died July 15, aged 54, of coronary occlusion. 


Gmeiner, Clarence Charles ® Detroit; Detroit College of Medi- 
cine, 1913; charter member of the staff of the Highland Park 
General Hospital; member of the staff of Woman’s Hospital and 
Children’s Hospital; died in the Harper Hospital May 24, aged 
62, of coronary thrombosis. 

Goldsmith, Joseph Washington, Lynbrook, N. Y.; Long Island 
College Hospital, Brooklyn, 1905; died June 30, aged 73, of 
Parkinson’s disease. 

Grandison, Louis Julian, Somerville, Mass.; Tufts College Medi- 
cal School, Boston, i917; formerly chairman of the board of 
health; died July 4, aged 65. 


Gregoire, Joseph A., Devine, Texas; Columbian Medical Col- 
lege, Kansas City, 1901; died June 25, aged 76, of carcinoma of 
the lung. 


Gundelach, Charles Armin @ St. Louis; Washington University 
School of Medicine, St. Louis, 1908; specialist certified by the 
American Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; fellow the 
American College of Surgeons; on the staff of St. Luke’s Hos- 
pital; died June 21, aged 69, of coronary thrombosis. 


Gunion, John Paul, Rockville, Md.; Columbian University Medi- 
cal Department, Washington, D. C., 1899; formerly affiliated 
with the U. S. Veterans Bureau; died in Washington County Hos- 
pital, Hagerstown, July 23, aged 75, of cerebral thrombosis and 
bronchopneumonia. 


Hannan, Edward Joseph, Troy, N. Y.; Albany Medical College, 
1901; for many years director of medical inspection in the public 
schools of Troy; served for a time as deputy city health officer; 
a member of the medical advisory board for World War I; died 
June 5, aged 72, of coronary thrombosis. 


Hanze, Henry Gus ® Avila, Calif.; College of Medical Evan- 
gelists, Loma Linda and Los Angeles, 1925; died in San Luis 
Obispo April 1, aged 50, of cerebral hemorrhage. 


Harris, Sandy Russell, Valdosta, Ga.; Howard University Col- 
lege of Medicine, Washington, D. C., 1949; died July 4, aged 31. 


Hawkins, John Ruskin © Elmhurst, Ill.; Rush Medical College, 
Chicago, 1928; served during World War II; affiliated with Elm- 
hurst Memorial Hospital, where he died July 15, aged 54, of 
coronary thrombosis. 


Morse, Charles Edward Jr. ® Commander, U. S. Navy, retired, 
Cuttingsville, Vt.; University of Vermont College of Medicine, 
Burlington, 1917; entered the U. S. Navy in September, 1917, 
and was retired Dec. 1, 1941, for incapacity resulting from an 
incident of service; died in Rutland (Vt.) Hospital May 28, aged 
59, of encephalopathy, arteriosclerosis, and hypertension. 


Munn, Aristine Pixley, West Long Branch, N. J.; Johns Hopkins 
University School of Medicine, Baltimore, 1913; at one time 
dean of women at New York University; member of the New 
York Academy of Medicine; died in the French Hospital in New 
York April 25, aged 65, of carcinoma of the tongue. 
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FOREIGN LETTERS 


AUSTRIA 


Meeting of Austrian Chapter of International College of Sur- 
geons.—The third meeting of the Austrian chapter of the In- 
ternational College of Surgeons was held in Vienna at the First 
Surgical Clinic of the University, May 26-28. The main sub- 
ject discussed was surgical treatment of cancer. The meeting 
was opened by the president of the International College of Sur- 
geons, Prof. H. Finsterer, who welcomed many foreign guests. 


The scientific meeting was opened by Prof. L. Schénbauer, 
of Vienna, who spoke on hereditary biology in cancer. His re- 
port was based on extensive statistical material. In some cases 
the hereditary history extended over three or four generations. 
Prof. F. Mandl, of Vienna, spoke on surgery and cure of cancer. 
He commented on Brunschwig’s evisceration and on the “second 
look” of Wangensteen. He favored radical operation in combi- 
nation with castration, hormone therapy, and postoperative roent- 
gen irradiation for breast carcinoma. Prof. H. Chiari, of Vienna, 
reviewed the histology of carcinoma of the stomach on the 
basis of the pathological examination of 1,363 resection speci- 
mens. Nodular forms of carcinoma were most frequent; only a 
third of the cases were diffusely infiltrating forms. In 86% of the 
cases the carcinoma was localized in the antrum. In 82.5% of the 
cases the cancer had already infiltrated all layers, although the 
symptoms did not yet indicate a need for surgery. The regional 
lymph nodes were involved in approximately half of the patients. 
Histological examination revealed that the cylindrical carcinomas 
and ulcer carcinoma predominated. Scirrhus cancer was also 
relatively frequent. Prof. R. H. Abrahamson, of Stamford, 
spoke on the results, diagnosis, and origin of 707 cases of car- 
cinoma of the stomach. Of this number 55.7% were inoper- 
able, and of these 44.9% died during hospitalization. The 
speaker developed a new method of examination (the intra- 
venous gastrogram). He regards the customary two-thirds re- 
section (gastric resection) as merely a palliative measure. Total 
gastrectomy gives a better prospect of cure. 

Surgery for Gastric Carcinoma.—Prof. H. Finsterer spoke on 
surgery in gastric carcinoma. He contended that this radical 
operation must be based on an exploratory laparotomy, to 
which age is no contraindication. He performed radical opera- 
tions in seven of nine patients between the ages of 80 and 
88. The one stage resection is preferable even in patients with 
a poor general condition. When the carcinoma is limited to the 
stomach, simple radical operation (subtotal) is carried out. 
When the mesocolon is involved, resection should be done. 
In 16 cases it was necessary to ligate the middle colic artery 
and no gangrene of the colon resulted. Resection of the stomach, 
pancreas, and colon, which should be done in two stages, gives 
poor results. If penetration into the liver has occurred, gastro- 
hepatic resection is necessary. In case the carcinoma is located 
high up, it was formerly customary to resect the right wall of 
the esophagus; but this has now been discontinued, and total 
extirpation of the stomach is done as the more radical operation. 
The mortality of subtotal resection was 17.5%. Total gas- 
trectomy was done in 150 cases with a mortality of 50.4%. At- 
tention was called to the fact that in other countries mortality 
has been reduced to less than 10% (Wangensteen 3.5%, and 
Brunschwig 7%). When there are peritoneal or liver metastases, 
the palliative subtotal resection is carried out, with a mortality 
of 13.9%. In inoperable carcinomas of the cardia, transthoracic 
escphagogastrostomy (Denk) is carried out in preference to 
Witzel’s fistula. The carcinoma developing in an ulcer has a less 
favorable prognosis than primary carcinoma. In discussing the 
aforementioned papers, Dr. Reimer, of Vienna, spoke on the 
after-treatment of patients who had undergone gastrectomy by 
Prof. Finsterer. From one to four years after the operation only 
slight changes were observed in the blood forming organs (mild 
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hypochromic anemias), whereas later severe macrocytic anemias 
were observed with 1 million erythrocytes, with severe disturb- 
ances in maturation in the bone marrow. Administration of 
liver, folic acid, and vitamin B,. are recommended for the treat- 
ment of these conditions. 

Tumors of Brain and Spinal Cord.—On Monday afternoon, 
Dr. K. Huber, of Vienna, spoke on malignant tumors of the brain, 
reviewing the case material of the First Surgical Clinic of the 
University of Vienna. The speaker did not recommend operation 
for medulloblastomas: all 17 cases operated on died within the 
first year after the operation. The 211 patients with glioblastoma 
multiforme, chiefly between the ages of 40 and 60 years, like- 
wise did not survive long. When the general condition of the 
patient permitted, surgical treatment was carried out (151 
cases). Here again survival was not more than one year. Since 
the character of the tumor cannot be definitely ascertained 
without histological examination, operation is indicated where- 
ever possible. In some cases only the pressure can be relieved. 
Of 143 cases of metastatic brain tumors, the primary tumor 
could be ascertained in 98. In the majority of cases, bronchial 
carcinoma was the primary tumor. Operation was performed 
in 93 cases in which only solitary tumors were found. Of these 
50 patients died within the first month after the operation. 
Operation is not advisable in the case of multiple tumors. Prof. 
R. Klemme, of St. Louis, stressed the importance of early diag- 
nosis of malignant tumors of the brain. Angiography permits 
localization of the tumor in 90% of the cases. The use of radio- 
active diiodofluorescein insures correct diagnosis to 96.2% of 
cases. Ventriculography produces a satisfactory result in 85% 
of the cases. The speaker also stressed the high incidence of 
medulloblastomas in children. Treatment is surgical, despite the 
great risk, and is followed by postoperative roentgen irradiation 
with a mortality of 17%. Dr. H. Kraus, of Vienna, speaking 
on malignant tumors of the spinal cord, stated that about 50% 
of these tumors are amenable to radical surgery. Diagnosis is 
always difficult and frequently is possible only during the opera- 
tion. Metastatic tumors are treated surgically when paralysis 
develops. Flaccid paralysis indicates a poor prognosis and may 
follow in unfavorable cases, even if the operation was technically 
successful. Prof. A. S. Jackson, of Madison, reported on thyroid 
carcinoma. In the 71 cases observed by this author, men pre- 
dominated. Histological examination revealed that 38% of the 
tumors were papillary adenocarcinomas, 22% diffuse carci- 
nomas, and 10% lymphosarcomas. The circumscribed adeno- 
carcinomas have the most favorable prognosis; the papillary 
adenocarcinomas, formerly designated as aberrant thyroid, are 
also relatively benign. In the 3,400 patients with goiter studied 
by the author, 3% had carcinoma. 

Tumors.—The first report on the second day was by Dr. O.. 
Novotny, of Vienna, who spoke on extirpation of the larynx. 
He briefly described the technical details of total extirpation. 
The introduction cf sulfonamides, antibiotics, and endotracheal 
anesthetics represent great advances. The operation has been 
done much more often in recent years, and roentgen therapy 
is no longer employed as widely in operable cases. The majority 
of laryngologists prefer the one stage method. In case of en- 
dolaryngeal carcinoma the musculature of the larynx can be 
left in place. The hyoid bone is removed only in some cases. 
Dr. E. L. Compere, of Chicago, reported on the various forms 
of giant cell tumors of osseous origin. He demonstrated the 
various types and the histological pictures, emphasizing the 
difficulty of differentiating benign and malignant tumors. The 
speaker opposed primary roentgen therapy and preferred radical 
operations with postoperative roentgen irradiation. Dr. A. Lorenz, 
of Vienna, showed slides of bone tumors that presented problems 
of differential diagnosis. If a tumor is discovered, biopsy and 
histological examination during the operation will determine 
the extent of the intervention. Malignant tumors of the vertebral 
columns are sometimes misinterpreted as inflammatory proc- 
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esses. Dr. W. Ehalt, of Graz, spoke about the difficulties 
that arise in the evaluation of roentgenograms of orthopedic 
conditions and emphasized that even histological examination 
frequently does not reveal the true character of a tumor. Dif- 
ferent conclusions are reached by various histologists, and this 
makes the decision for the surgeon extremely difficult. 

Postoperative Thrombosis and Electrosurgery.—Prof. E. Do- 
manig, of Salzburg, spoke on the prophylaxis of postoperative 
thrombosis and thromboembolism. He pointed out Virchow’s 
statement regarding the three decisive factors of change in 
constituents of the blood, damage to the vascular wall, and re- 
tardation of blood current. The speaker considered that ligation 
of veins is indicated only in septic thrombophlebitis. He also 
discussed early rising and exercises as well as the use of anti- 
coagulants. Dr. M. L. Brodny, of Boston, reported on carci- 
noma of the renal pelvis. Papillomas often may lead to car- 
cinoma. In primary carcinoma of the renal pelvis nephro- 
ureterectomy is indicated, because it has to be assumed that 
canalicular implantation metastases have already developed. 
In all cases in which this operation is not done relapses are to 
be expected in the ureteral stump. Dr. R. Herbst, of Graz, spoke 
on electrosurgery in cancer. The speaker called attention to the 
fundamental contribution of his teacher, Keysser, of Berlin. 
The basic point is coagulation by heat of the tissues with can- 
cerous infiltration and the closure of the lymph vessels, and, 
with this, prevention of propagation of cancer tissue by surgical 
intervention. Furthermore, bleeding is slight when the high 
frequency knife is used. By employing various types of elec- 
trodes, adaptation to local conditions is possible. The method 
is recommended chiefly in the treatment of carcinoma of par- 
enchymatous organs and of the skin, but it can be used also in 
other parts of the body. 

Pelvic Surgery.—At the Wednesday session Dr. O. Bsteh, of 
Mistelbach, reported on the plication procedure in operation for 
Hirschsprung’s disease. In the introduction the author discussed 
the factors that cause megacolon and the therapeutic require- 
ments that can be deduced from these causes. The speaker 
pointed out that the results of lumbar sympathectomy are 
not very impressive. Other therapeutic methods are the one 
phase and two phase resection, Perthes’ invagination method, 
the “pulling through” method of Grekow-Kiimmel, and the pli- 
cation procedure of Niklas. The last method, with which the 
lecturer was chiefly concerned, consists in a plication of the 
dilated intestinal wall by means of a series of invagination 
sutures in the longitudinal direction so that the lumen is nar- 
rowed. Plication must reach deep down into the pelvic colon. 
This is particularly important. This method was employed in 
four children less than 11 years old and in one adult. Results 
were satisfactory, the patients having daily evacuation of feces. 
Prof. H. Knaus, of Vienna, reported on results in 600 radical 
operations according to Wertheim and Schauta. He had a 
primary mortality of 1.6%. Originally Schauta’s operation 
was done more frequently, but in recent years Wertheim’s 
method was preferred. At the clinic in Prague only about 50% 
of the patients with carcinoma of the uterine cervix were re- 


- garded as operable; this number later increased to 65%. Re- 


cently a much larger number of patients was subjected to roent- 
gen therapy, and 65% could be regarded as cured. In relatively 
young patients operation is preferred to roentgen therapy. The 
results of radical operation are so encouraging (75.5% cures) 
that this method is to be preferred. The technique of vaginal 
operation was discussed by Prof. P. Werner, of Vienna. He 
called attention to the fact that most surgeons shy away from 
the vaginal operation. Difficult technique and fear of complica- 
tions during convalescence are cited as reasons. The speaker 
believed that these objections are not justified. He stressed the 
importance of adequate care of the stump following resection. 

Traumatic Surgery and Vascular Disease——The afternoon 
session began with a paper by Prof. L. Bohler, of Vienna, in 
which he reported on the development of traumatic surgery in 
Austria. The speaker emphasized the importance of establishing 
hospitals for the care of persons injured in accidents, staffed 
with personnel particularly trained in the care of these patients. 
He points out that the compensation costs in a fracture of the 
femur that had received good care in the beginning are only 
a fraction of those that have to be paid if the primary care was 
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inadequate. Dr. R. Gottlob, of Vienna, attempted to evaluate 
the influence of various factors on the prognosis of peripheral 
obliterative vascular diseases. Immediate effect of sympathec- 
tomy in cases of thromboangiitis obliterans is much better than 
in peripheral sclerosis; however, after long intervals of time 
there is no longer any difference. The prognosis was better in 
younger patients than in older ones. Likewise, patients with 
slight symptoms had better prospects of success. If a thrombosis 
has extended to the abdominal branches of the aorta, poor re- 
sults must be expected. In thrombosis of the pelvic arteries 
the development of collateral channels is of great importance 
for the prognosis of a lumbar sympathectomy. Dr. R. Singer, of 
Vienna, spoke on forms of arteriosclerotic circulatory dis- 
turbances in the extremities and emphasized the importance of 
continued control measurements, such as oscillometry and ple- 
thysmography. One should not rely completely on the subjective 
complaints of the patient, since objective and subjective im- 
provement do not always go parallel. The meeting was closed 
by Prof. H. Finsterer with a survey of the lectures and 
discussions. 


BELGIUM 


Pulmonary Acariasis in Belgian Congo.—Pulmonary acariasis 
in the Belgian Congo was discussed before the Belgian Society 
of Tropical Medicine. This disease, which had previously not 
been reported in the Belgian Congo, is characterized by chronic 
bronchitis, attacks of asthma, and eosinophilia of the blood. 
Small broken-down acarids belonging to the genera Tarsonemus, 
Pediculoides, Tyroglyphus, Glyciphagus, and Carpoglyphus are 
found in the sputum. Organic arsenics effect a rapid cure. Pul- 
monary acariasis in animals has been known for a long time. It 
was recognized in seals, chickens, pheasants, dogs, rabbits, and 
primates. Two new hosts have been added to this list, a colobus 
monkey (Colobus badius powelli) and the daman (Dendrohyrax 
arboreus adolfi-fredrici), on which two newly discovered species 
of acarian parasites live, namely Pneumonyssus rodhaini n.sp. 
and Pneumonyssus schoutedeni n.sp. 


Masculinizing Tumors of the Ovary.—At the Belgian Royal 
Society of Gynecology and Obstetrics, Varangot presented a 
summary of the knowledge concerning masculinizing tumors 
of the ovary. The clinical syndrome presents itself as follows: 
In a woman who formerly had normal menstruation, there 
appears amenorrhea, hirsutism, atrophy of breasts, hypertrophy 
of clitoris, mental changes, and occasionally hypertension and 
diabetes mellitus. This syndrome always corresponds with the 
development of an ovarian tumor, the dimensions of which vary 
considerably, ranging from a smal] intraovarian tumor to vol- 
uminous pelvic masses. The course varies, but very rapid de- 
velopment may occur during pregnancy. The removal of the 
tumor is followed by the reappearance of the menses, while the 
other symptoms may subside to a lesser degree. While formerly 
these tumors had been considered benign, today 25% of these 
patients are dying from metastases after five years. 


Chemical Protection Against Ionizing Irradiation.—At the 
Belgian Society of Radiology, A. Herve and Z. M. Bacq sum- 
marized the results of their research on chemical protection 
against ionizing irradiation. It was found possible to protect 
mice against a lethal dose of x-rays by using various substances 
such as cyanide, malononitrile, nitrite, reduced glutathoine, and 
methylamine. These substances are active only when injected 
immediately before the irradiation. 

The cyanide, the nitrile, and the nitrite are dangerous poisons, 
which can be used only at the clinic. The results obtained with 
methylamine induced the authors to employ an aliphatic amine 
that may carry a SH group. The simpler of these substances 
is the mercaptoethylamine (HSCH:CH:NHz), produced by de- 
carboxylation of the cysteine. The protective effect of this sub- 
stance is remarkable. The mercaptoethylamine and its oxidized 
derivative are, at present, the most effective chemical protectors 
against irradiation, since they protect more than 95% against 
a lethal dose of 700 r and between 30 to 90% against 1,200 r. 


The low toxicity of 8-mercaptoethylamine permits its use in 
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man and particularly in irradiation disease. To date, 37 patients 
with irradiation disease have been treated by intravenous in- 
jection of 200 gm. of this substance. The disappearance of 
symptoms has been spectacular. 


LONDON 


Moral Climate of the Welfare State.—The British Medical Jour- 
nal calls attention to a recent speech by Lord Woolton, who 
was food minister during the last war and, later, minister of 
reconstruction. He had much to do with the framing of the 
National Health Service Acts, although, of course, he was not 
responsible for their final appearance under the ministry of Mr. 
Aneurin Bevan. 

Lord Woolton believed in supplying medical treatment for 
all persons requiring it regardless of financial status. He wel- 
comed this approach to medical care and wondered whether 
this benefit, along with others of the welfare state, might weaken 
the moral strength of the country. More and more persons were 
turning to the state for things that they had previously provided 
for themselves through their own efforts. With the exception 
of the clergy, Lord Woolton said, the medical profession had a 
greater influence than any other over the citizens of the country, 
and it rested more and more on the individual physician, through 
his work, to strengthen the moral fiber of the nation. He shared 
the concern of many other thoughtful persons about the moral 
climate of the welfare state, and he said that when persons used 
to pay their physicians they treated them with more respect than 
was apparent today. Lord Woolton mentioned that humanitarian 
motives have led the three main political parties to accept the 
ideas that lie behind the welfare state, but this conception seems 
to embrace principally or entirely material benefits. The less the 
individual man has to rely on his own efforts and the more he 
is encouraged to depend on the paternal state by so much the 
more will his sense of personal responsibility be diminished and 
by so much the less will he tend to rely on his own efforts. 
Apparently, the more he gets for nothing the more will he ex- 
pect to receive for nothing, and it may well be argued that the 
sick person should make some direct payment, however small, 
for the care he receives when he is ill. Lord Woolton suggested 
that the more the state takes over the financial responsibility 
of the medical profession the more, too, shall the profession run 
the risk of a lessening of responsibility and a whittling away 
of those ideals that have grown up over the centuries. The pro- 
fessional man has his rightful desire for independence and takes 
pride in securing for himself something of the judgment of ex- 
cellence bestowed on him by his fellow men. It was the time- 
honored right of the family physician to be sought after and not 
commanded. 


Cost of Hospital Patients—His Majesty's Stationery Office has 
published the first detailed cost returns for hospitals in the Na- 
tional Health Service in England and Wales for the year ending 
March 31, 1951, at the request of the Ministry of Health. The 
returns cover about 2,750 hospitals, and the average inclusive 
net cost of maintaining and treating one patient for one week 
in a general hospital is $37.83. This figure compares with $10.30 
for mental hospitals, $19.36 for hospitals with more than 50% 
of beds used for chronic cases, $24.80 for hospitals limited to 
tuberculous patients, and $46.10 for maternity hosiptals. 

The cost is considerably greater in London and in the teach- 
ing hospitals than in the nonteaching group. The Minister of 
Health has told hospital authorities that the primary object of 
the cost returns is to enable them to make comparisons be- 
tween the costs of comparable individual hospitals and between 
those costs and the regional and national average figures. In 
this way, it is hoped to encourage economy and increase ad- 
ministrative efficiency. 


Conference of Local Medical Committees.—This annual con- 
ference of general practitioners who play their part in aiding 
the National Health Service has come to a variety of decisions, 
the more important of which are mentioned below. 

1. Recommended that steps should be taken to ensure that 
the dispensing costs of preparations be shown on the advertising 
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pamphlets that manufacturing firms send to physicians. This 
would tend to encourage physicians to adopt the cheapest prepa- 
ration commensurate with the interest of the patient. 

2. Recommended that there should be general practitioner 
representation at all levels of hospital administration. 

3. Recommended that, in view of circumstances now existent 
in which the time of local medical committees is wastefully ex- 
pended in consideration of alleged excessive or improper pre- 
scribing by physicians to such an extent as to gravely interfere 
with the normal business of the committee, the General Medical 
Services Committee be requested to consider the whole method 
of dealing with prescriptions. 


Short Acting Muscle Relaxants.—Otto K. Mayrhofer of Vienna 
describes in the British Medical Journal the effects of succinyl- 
choline chloride. It acts rapidly and is eliminated rapidly, so 
that a single injection affects only those conditions that are 
present during a period of from one to several minutes, according 
to the dose. If a longer effect is required, it must be administered 
in an intravenous drip. It is considered to be safe, for several 
times the paralyzing dose was given without ultimate ill-effect 
and gave rise to no side-effects or after-effects, except some 
evanescent muscle twitching. It did not act as an anesthetic or 
analgesic and had no effect on the heart or blood vessels. The 
following uses are suggested: (1) to provide relaxation for a 
sufficient time during abdominal and thoracic surgery, when the 
drug would be given in an intravenous drip; (2) to facilitate 
endotracheal intubation; (3) to overcome severe laryngeal spasm; 
and (4) to mitigate muscle contractions during electric convul- 
sion therapy. According to Richards and Youngman of Cam- 
bridge, succinylcholine iodide, as used in Stockholm, has similar 
effects, and it is now used in preference to the older relaxants. 
It has been used for manipulations and reduction of fractures 
and in combination with thiopental (thiopentone) sodium and 
oxygen for cephalic version. Because their action is so short, 
the succinylcholine drugs require no antidote. 

Guerrier and Mason report occasional cases of cardiovascular 
irregularity following the use of decamethonium iodide. There 
may be tachycardia or bradycardia, a fall in blood pressure, 
and apnea. The antidote is pentamethonium iodide (C5) or 
methamphetamine (methedrine®), and the patients reported on 
showed no ultimate ill-effect. These short acting relaxants can 
be used as adjuvants to the longer acting drugs of the tubo- 
curarine chloride type, but it would seem wise not to use these 
drugs unless the means of lung inflation is at hand. 


Surgery on Television.—In view of the controversies waging in 
Great Britain on the question of sponsored television, it is of 
interest to British physicians that an operation has been tele- 
vised in the United States. The British Medical Journal observes 
that in the past operating theaters, unlike courts of law, con- 
tained no public galleries and admitted no newspaper photog- 
raphers or reporters; nor were the patient’s relatives and friends 
invited to watch his operation. This privacy spared the patient 
embarrassment, maintained his right to treatment in secrecy, 
spared those near to him unnecessary anxiety, and spared the 
surgeon any measure of stage fright, owing to the possibility of 
subsequent public criticism of his actions. The journal stated 
that relays direct from the operating theater should be banned 
as unsuitable entertainment. Public education would be benefited 
by the showing on television of films specially made to illustrate 
and drive home such surgical facts as the layman needs to know. 


Cigarettes After Operations.—P. J. Blaney says, in the British 
Medical Journal, that the evils of tobacco have received their 
due prominence in recent medical literature. The prophylaxis 
of the “postoperative chest” is at present occupying many minds. 
A simple remedy, the use of the postoperative cigarette in the 
prophylaxis of chest complications, would seem to warrant men- 
tion. The elderly sufferer from bronchitis has learned to “cut 
his phlegm” with his early morning cigarette. The gratitude of 
the patient who coughs and splutters up his bronchial secretion 
with the first puff of a cigarette on the morning after his gas- 
trectomy has convinced even the skeptics of its place in treat- 
ment. 
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FEDERAL CAUSTIC POISON LAW 


To the Editor:—It seems to me that the altruistic work of the 
American Medical Association that resulted in the extremely 
successful, lifesaving piece of public health legislation known as 
the Federal Caustic Poison Law is of such general interest as to 
justify publication of the final report of the Committee on Lye 
Legislation. This report, read at the June, 1952, meeting of the 
Section on Laryngology, Otology and Rhinology, follows. 

As you all know, the Federal Caustic Poison Law, with whose 
enactment your Committee on Lye Legislation was concerned, 
was enacted in 1927. During the 25 years that have elapsed 
since that time, your Committee has been observing the working 
of the Law to determine whether or not any supplementary 
legislation could increase its protective efficiency. 

After the enactment of the Federal Caustic Poison Law its 
enforcement was assigned to the Department of Agriculture. The 
Secretary of Agriculture, the late W. M. Jardine, promptly took 
hold of the matter and designated the Food and Drug Adminis- 
tration of his Department as the administering agency. This 
administration had in active service all the technical personnel 
and laboratory equipment necessary to work out all the numer- 
ous technical details, such as specifying the various caustic sub- 
stances, the percentage to be regarded as toxic, antidotes to be 
specified on the label, formulating regulations, working out 
interpretations of the Law. All of the mass of information needed 
by chemical industries, retail dealers and household users, was 
embodied in pamphlets for free distribution. Supplementary 
pamphlets were distributed from time to time. Inquiries about 
special problems were promptly answered and were worked out 
in the laboratories when necessary. It may be added this agency 
had in active service, and still has, laboratories and technical 
personnel in various states throughout the Nation. 

The efficiency of the enforcement of the Federal Caustic 
Poison Law is evident from the large number of violators found 
guilty and the large number of judgments obtained against them, 
during the 25 years it has been in force. Of 128 judgments 
against violators, 73 were criminal prosecutions. General com- 
pliance with the law is shown by the fact that, in recent years, 
there have been only one or two violations each year. Equally 
important, the proven violations in the earlier years show the 
public need for the protection afforded by the Federal Caustic 
Poison Law that fully justifies the American Medical Associ- 
ation in its years of work to promote the enactment. 

There is another effect of the Federal Caustic Poison Law 
that is of equal if not greater importance. It has contributed 
largely to driving lye out of the kitchen, and out of the house- 
hold. Many of the retail grocers do not keep it in stock because 
there is no household demand for it. There are a number of 
phases to obliteration of lye from the kitchen. 

1. The word poison in conspicuous, black 24-point Gothic 
capital letters not only warned mothers of potential dangers, but 
it also led mothers to cease buying it; naturally, mothers did not 
want such dangerous canned stuff in the kitchen. 

2. An enormous demand of millions of households for non- 
poisonous substitutes was created. (“Millions” is not an over- 
statement; the Law being Federal, could be enforced in every 
State, by the Food and Drug Administration.) 

3. Falling off in grocery store sales of lye was noted by the 
chemical industries. 

4. The printed notice of the provisions of the Federal Caustic 
Poison Law, distributed by the Food and Drug Administration, 
reaching the desk of the executives of the chemical industries, 
was obvious evidence of an enormous market awaiting non- 
poisonous detergent substitutes for household lye. 

5. Hundreds of chemists were put to work on the problems 
_of non-poisonous substitutes. 
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6. The results of these laboratory researches are that the retail 
grocers’ shops are well stocked with numerous competitive 
brands of non-toxic cleansers, detergents and solvents more 
powerful than soap. These trademarked preparations in earlier 
years were widely advertised on the basis of their non-toxic 
qualities, taking full advantage of the demand created by that 
Poison label. Today, 25 years later, this is unnecessary; no one 
thinks of using caustic lye. The non-toxic detergents are vastly 
more powerful than the detergent soaps in grease cutting and in 
cleaning greasy dishes as well as kitchen utensils coated with 
adherent burnt fat or other burnt foods. 

7. The non-toxic detergents and solvents, passing down the 
drain of the kitchen-sink, keep the fat in solution so that it does 
not clog the drain, and any inside coating of congealed fat that 
might have escaped the solvent is dissolved by following floods 
of used detergent-laden dishwater dumped from the dishpan. In 
other words the use of these solvents has largely done away with 
domestic use of caustic drain cleaners. These drain cleaners are 
still in use by plumbers, but with their conspicuous Poison labels 
they, like lye, have disappeared from the kitchen. 

Simply stated, the great efficacy of the Federal Caustic Poison 
Law derives from the obvious fact that no mother would put a 
can of poison in her kitchen now that she can just as easily get 
from the grocer a package of a harmless powerful grease-cutting 
solvent that is even more powerful than lye. 

In submitting this report upon this piece of public health 
legislation your Committee wishes to call attention to the fact 
that its enactment was due to the initial foresight of the Section 
on Laryngology, Otology and Rhinology and to the powerful 
prestige of the American Medical Association. Your Committee 
encountered everywhere, prompt recognition of the fact that the 
Association’s sole interest in this legislation was that of public 
health. 

Though your Committee does not arrogate to itself any of 
the credit for driving household lye out of the kitchen and re- 
placing it with harmless detergents more powerful grease-cutters 
than soap, your Committee does believe that there remains 
nothing for it to do to protect little children from the dangers 
of lye burns, and therefore it asks to be discharged. 


Respectfully submitted, 
(Signed) Chevalier Jackson, Chairman. 


After the reading of the foregoing Report, the Committee on 
Lye Legislation was discharged with a vote of thanks. 


CHEVALIER JACKSON, M.D. 
1901 Walnut St. 
Philadelphia 3 


WARNING—MEDICAL UNIFORMS 


To the Editor:—On June 16, 1952, a Mr. E. M. Williams, 
supposedly of 1629 Q Street, N. W., Washington, D. C., came 
into my office to sell me medical uniforms. I purchased some 
and gave him a check for $23.85. After waiting a month for 
delivery, I sent a letter to him at the above address inquiring 
about the order made. The letter was returned stating that there 
was no one at that address by that name. 


It is quite obvious now that I have been swindled by a “smooth 
talker.” This Mr. Williams is an elderly man about 60 years of 
age, slim, white, and about 5 ft. 5 in. tall. I believe it is only 
proper that mention of this be made to you so that other physi- 
cians will not be swindled in the same manner. I have also noti- 
fied the Columbus Better Business Bureau. 

LEONARD B. GREENTREE, M.D. 


350 E. Broad St. 
Columbus 15, Ohio. 
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COUNCIL ON MEDICAL SERVICE 


This is the fourth in a series of studies made by the Com- 
mittee on Indigent Care of the Council on Medical Service con- 
cerning local plans for medical care of the indigent. A general 
introduction to the series appeared in the May 10, 1952, issue of 
THE JOURNAL, pages 188-191. The third study (Newark, N. J.) 
appeared in the Aug. 30, 1952, issue, pages 1669-1672. 


MEDICAL CARE FOR THE INDIGENT IN 
SHAWNEE COUNTY (TOPEKA), KANSAS 


This is a study of medical assistance benefits made available 
to the indigent and medically indigent population of Shawnee 
County, Kansas. Ninety thousand of the county’s 115,000 resi- 
dents dwell in the city of Topeka, the state capital and county 
seat. Some 7,000 may be thought of as transient residents, since 
this figure represents the population gain immediately following 
the reactivation of Forbes Air Force Base in 1950. In Topeka 
are the main headquarters of the Santa Fe Railroad, and its 
shops support approximately 20% of the city’s inhabitants. The 
lion’s share of the remainder is employed by the Goodyear Tire 
Company and numerous smaller industries. Agriculture, though 
important to the community’s economy, occupies relatively few 
of its citizens. 

ELIGIBLE POPULATION 

Assistance to the county’s indigent and medically indigent 
is the charge of the Shawnee County board of social welfare. 
Office and home workers certify candidates for assistance fol- 
lowing standards set forth by the F. S. A. and state and local 
welfare organizations. Rejected applicants may appeal final 


TABLE 1.—Estimated Average Monthly Eligibility and Actual 
Recipients of Medical Assistance 


Number 
Eligible Recipients 
General Assistance (includes medically indigent).. 280 120 
Publie Assistance 
Ald tO Dependent 620 23 
Aid to the Permanently and Totally Disabled 130 50 


judgment on their pleas to the Kansas state board of social 
welfare. Recipients of public assistance grants are reinvestigated 
semiannually in accordance with federal laws, whereas general 
assistance clients are recertified monthly. 

All assistance clients are equally eligible for medical care at 
public expense. Table 1 presents estimates of the number of 
persons eligible (total number of welfare clients) and the number 
actually receiving medical care during a single month. These 
represent unduplicated totals. It is notable that 2,560 persons, 
2.3% of the county population, were eligible and that, of these, 
24% actually receive some form of medical service within a 
given 30 day period. 

ADMINISTRATION 

Since 1942, medical care for the indigent of Shawnee County 
has been provided through an “insurance-prepayment plan.” 
Through a contract drawn between the county board of social 
welfare and county medical society, the medical profession 
agrees to provide specified medical benefits to all certified social 
welfare clients. Formulation of policy and over-all administra- 
tion of the program are responsibilities of the medical service 
board, which is composed of the socicty’s president, president- 
elect, treasurer, five elected physician members, and the city- 
county health officer. 

Transactions of the board are expedited by six subcommittees, 
each of which is composed of an appointed chairman and three 
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physician committeemen. There is a subcommittee on (1) clinic, 
(2) consultation, (3) hospitals, (4) appeals and complaints, (5) 
audit and finance, and (6) drugs and laboratory. The subcom- 
mittee on clinic is responsible to the board for the proper staff- 
ing and efficient operation of clinics for the indigent. The sub- 
committee on consultation reviews unusual cases and referees 
on conflicting reports and diagnoses by physicians. The subcom- 
mittee on hospitals approves all hospital admissions and acts 
as liaison between the hospitals and the board. The subcommit- 
tee on appeals and complaints hears all grievances of clients or 
physicians and submits decisions on these issues to the medical 
service board. The subcommittee on audit and finance audits 
physicians’ reports and establishes fees for medical services. The 
subcommittee on drugs and laboratory, composed of the four 
members as above described plus a registered pharmacist, recom- 
mends rules and regulations respecting drugs and establishes 
approved drug lists. The executive secretary of the medical 
society, as the coordinator of the program, channels all prob- 
lems brought to his attention into the proper subcommittees. 
Although he is “responsible” for maintaining records, reviewing 
bills, and for the “efficient and ethical administration of the 
program,” it is the various subcommittees that make the determi- 
nations as to policy and procedure. 


SERVICES AVAILABLE 

The indigent person is free to visit the office of any physician 
he may choose; he may also ask any medical society member 
to call at his home and need not, in either event, identify him- 
self as a welfare recipient prior to treatment. The only limit to 
this free choice is the generally accepted policy of encouraging 
assistance clients requiring office or outpatient care to attend 
clinics conducted daily in the City Building. These clinics are 


staffed by members of the medical society, including general 


practitioners and representatives of each medical specialty. The 
nonmedical (i. e., nurse, technical, and office) personnel is sup- 
plied by the public health department. The purpose of the clinic 
program is not to avoid free choice but rather to provide a 
central treatment center for large numbers of ambulatory 
patients. 

Since Shawnee County has no psychiatrists in private prac- 
tice, there is no regular clinic for mental cases; however, the 
Shawnee Guidance Center, staffed by physicians from the Men- 
ninger Foundation in Topeka, is utilized for indigents requiring 
psychiatric care. 

Assistance clients may be hospitalized at any one of the three 
general hospitals in Topeka. They are allowed free choice of 
physician while hospitalized and, since they are not identified 
as welfare clients to the nurses, they are treated in all respects 
as private patients. 

The medical service board maintains a pharmacy in the City 
Building, where welfare clients may have prescriptions filled 
during clinic hours. After clinic hours or if the client resides in 
an outlying community, prescriptions may be obtained from any 
private pharmacy at no cost to the client. Physicians are urged, 
though not required, to confine prescriptions to drugs listed by 
the subcommittee on drugs and laboratories. In an average 
month, clients secure about 1,000 prescriptions at the clinic, and 
some 300 at private pharmacies. 

Physiotherapy is provided by the outpatient departments of 
the three general hospitals. Laboratory facilities are provided 
by the health department; however, private laboratories may be 
and frequently are patronized when specimens are taken outside 
the clinics. 

The contract with the medical society does not provide for 
ambulance service, eyeglasses, prosthetic devices, or convales- 
cent care. Thus, the board of social welfare independently main- 
tains the county hospital (convalescent home) and pays directly 
for ambulance service, eyeglasses, and prosthetic devices if the 
client is unable to make such purchases from his regular 
monthly allotments. 

The program provides no emergency benefits for the person 
not normally on assistance rolls. Thus, neither the medica! 
service board nor the welfare board will reimburse physicians 
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for services to the medically indigent not previously certified. 
The board of social welfare will, however, meet hospital ex- 
penses for the first illness of such persons if the case is reported 
at the time of admission and eligibility is subsequently estab- 
lished. Thereafter, the welfare board pays for these persons 
and the medical society becomes responsible for their care. If 
the first illness is minor, the executive secretary of the medical 
society simply refers the family to the welfare board for 
certification. 

The city-county health department carries on a health edu- 
cation program in which it employs 16 public health nurses 
who provide individual health supervision, assist in nursing 
care for persons with communicable diseases, and teach the 
fundamentals of nursing to the attendants of the convalescent. 
These services, of course, are available to all county residents 
and are not specifically directed toward welfare recipients. 


PROVIDERS OF SERVICE 

Although no formal agreement is made between the Shawnee 
County medical society and the individual member practitioner, 
all members are potential participants in the medical aid pro- 
gram. Upon admission to the welfare rolls, each family is given 
a prepared list of physicians who may be called upon to pro- 
vide home, office or hospital care. This list presents an even 100 
names, those of all society members in active practice. Each 
month, the private practitioner submits to the medical service 
board an itemized account of treatment rendered to welfare 
clients, and is reimbursed according to a fee schedule, which 
wiil be described later. Data compiled over a period of 10 years 
reveal that nearly 100% of the society’s membership have ac- 
cepted home or office calls from welfare grantees. 

At the beginning of each year, all medical society members 
complete a questionnaire relevant to the clinic in which they 
wish to participate. The subcommittee on clinic processes these 
applications and selects a clinic staff. The clinic schedule will 
accommodate only 54 physicians a year, and, in each of the 10 
years of this system’s history, the number of applications has 
exceeded the number of positions to be filled. 

The facilities of each of Topeka’s three general hospitals, 
Saint Francis with 150 beds, Vale with 108 beds, and Stormont 
with 100 beds, are available on a free choice basis to the 
indigent. Stormont and Vale will soon combine and enlarge 
their facilities to 325 beds. When services and/or facilities are 
not available locally, the subcommittee on consultation may ap- 
prove referral to the University of Kansas Hospital (Bell 
Memorial) in Kansas City, Kan. 

Shawnee County Hospital (convalescent nursing home) and 
some 40 boarding homes are made available to indigent ambula- 
tory, semiambulatory, and bedfast patients by the county board 
of social welfare. Inmates of these institutions are retained on 
the rolls of the medical service board, and physicians make 
regular and emergency calls on them. 


PAYMENT FOR SERVICES 

The current contract between the medical service board and 
the board of social welfare stipulates that, in return for $6.00 a 
month per family unit, the Shawnee County Medical Society 
will provide home, office, clinic, and hospital care for all gen- 
eral and public assistance clients. The average family unit is 
composed of 1.8 persons; thus, the cost of these services to the 
board of social welfare amounts to $3.33 per client per month. 

The board of social welfare makes the payments for general 
assistance clients directly to the medical service board in a lump 
sum. However, since direct payment may not be made for public 


assistance clients, the social welfare board sends the medical 


payment ($6.00) to the client each month, in addition to his 
regular welfare check. The client then simply endorses the medi- 


1. A major change in social security administration by the 1949 
amendment involved the method of payment for services. Originally, no 
federal funds could be used to pay physicians or hospitals directly for 
care of persons on one of the public assistance programs. All federal 
monies had to be paid to the public assistance client. At present, how- 
ever, the states may pay the vendor of medical service directly and still 
receive federal matching. 
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cal payment check and surrenders it to the medical service 
board.! The physicians are then paid from the payments re- 
ceived by the Board. 


On the basis of the $3.33 per client per month figure and 
totals brought forward from Table 1, the yearly income of the 
Medical Society for this program should amount to $102,400, 
Actually, in 1951, total premiums paid to the Medical Society 
were $113,200. Table 2 presents a rough break-down as to how 
these moneys were expended. 

The general hospitals of Topeka, which operate on a non- 
profit basis, are reimbursed for services to the indigent on the 
basis of average costs per patient per day as computed over a 
six months period. This payment, currently $12.99 per patient 
day, entitles the welfare client to any and all hospital services 
requested by the attending physician. 

Through agreement with the county pharmaceutical associa- 
tion, the medical service board is billed at cost plus $0.50 per 
prescription for drugs procured by welfare clients at private 
pharmacies. The board supports the clinic pharmacy directly 
by supplying the drugs and providing the salary of a part-time 
pharmacist. Payment is also made to physicians for drugs used 
in home and office treatment of certified welfare clients. 

The physician is remunerated for services in the home, office, 
clinic, and hospital on the basis of a unit schedule established 


TABLE 2.—Disbursements of the Medical Service Board of 
Shawnee County Medical Society During 1951 


$ 15,000 
14,000 
52,000 
31,000 
1,200 

$113,200 


TABLE 3.—Clinic Fee Schedule 


and agreed on by the medical society as a whole. The cash value 
of a unit is computed monthly by dividing the total number of 
units awarded into the total income of the medical service board 
after all other costs have been deducted. The value of the unit 
generally ranges between $0.90 and $1.00. 

The physician is credited with one unit for office calls, two 
units for home calls during the day, and three units for home 
calls at night. For country calls, an additional 25 cents per mile 
one way is granted. Routine hospital visits are awarded one 
unit and special calls, two units. The maximum fee collectible 
for any service including major surgery is 35 units, or approxi- 
mately $35.00. This stipulation discourages unwarranted pro- 
longed and elaborate therapy. 

Physicians staffing the clinic are paid on a “units per half- 
hour” basis, as shown in table 3. This schedule is designed to 
reward the physician in some measure for his services without 
actually encouraging his overuse of the program. The services 
of all physicians, whether general practitioner or specialist, are 
considered of equal value, and payment is made accordingly. 

For psychiatric care of welfare patients in the Shawnee 
Guidance Center, the center itself is paid at the rate of $5.00 per 
hour. Patients are seen at the guidance center by appointment 
only. 

The medical service board does not attempt to accumulate 
a cash reserve over a period of years in anticipation of sudden 
and unexpected heavy case loads. In such a contingency, the 
welfare board is bound by the contract to provide additional 
financial aid to the program. 
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COSTS AND FINANCIAL SUPPORT 


In that the contract with the Shawnee County Medical Society 
does not provide for ambulance service, prosthetic devices, aid 
to the medically indigent, etc., the figures presented in table 2 
do not represent the total outlay of the county board of social 
welfare for medical assistance. In table 4 are given the approxi- 
mated annual costs of the whole program. With a total yearly 
cost of $142,041, the calculated average monthly cost for medi- 
cal assistance is $11,836.75. The total monthly eligibility, ac- 
cording to table 1, is 2,560 persons; thus, the cost per eligible 
person per month amounts to $4.62, of which $3.33 is allotted 
to the medical service board. 


TABLE 4.—Estimated Yearly Costs of Medical Assistance* 


General Assistance (includes medically indigevt)........ $ 35,817 
Aid to the Permanently and Totally Disabled.......... 6,682 

$142,041 


* These values were derived by doubling recorded welfare board 
expenditures during a period of 6 months. 


Financial support for medical care of public assistance clients 
is shared by federal, state, and local governments, which pro- 
vide respectively 40%, 30%, and 30% of the total costs. State 
and local governments share equally in the costs of general 
assistance. 

SUMMARY 

Shawnee County extends medical assistance to its indigent 
population through a thoughtfully designed and carefully in- 
tegrated program. The medical service board, an integral part 
of the County Medical Society, acts as the underwriter, with all 
certified public and general assistance clients as insurants. It is 
because of this relationship to insurance that the medical society 
has elected to call this program an “insurance-prepayment 
plan.” 

Through the executive secretary and six appointed subcom- 
mittees, the board maintains intimate control over all phases of 
the program and provides for hearing the appeals of its 
participants. 

All groups of welfare clientele are equally eligible for medical 
benefits, which are, in the majority of respects, comparable to 
those available to private patients. Although outpatient clinics 
are maintained, free choice of physician is offered in that the 
client may attend eimher the clinic or the office of any physician 
he chooses. Free choice is also extended to home and hospital 
care so that the welfare client may be treated through the 
duration of his infirmity by a single practitioner if he so desires. 

The clinics utilize the nonmedical personnel, space, and facil- 
ities of the county board of public health, thus obviating dupli- 
cation and subsequent unnecessary expenditures. 

Since the benefits provided by the medical service board are 
to some extent limited, the welfare board independently pro- 
vides for convalescent care, prosthetic devices, etc. A recognized 
shortcoming of the program is its lack of immediate provisions 
for the medically indigent. Again, the welfare board partially 
fills the gap by subsidizing hospital care retroactively. However, 
any medical care for the noncertified medically indigent patient 
must be provided gratis by the physician until the patient is 
entered on the rolls of the welfare board. 

Of all groups concerned, probably the individual physician is 
the person who profits least from the program. In spite of the 
fact that physicians receive payment for their services from what 
are essentially the “left-overs,” the number of physicians par- 
ticipating belies any contentions as to their dissatisfaction with 
the program. Doubtless, the one feature that contributes most 
to the smooth operation and wide popularity of this program is 
that it is planned, administered, and executed by the medical 
society. The physician rightfully deems the medical society as 
part of himself and so assumes its responsibilities as part of his 
own, 
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Birthright: 16 mm., black and white, sound, showing time 56 minutes. 
Produced in 1951 by Southern Educational Film Production Service, 
Atlanta, for the Georgia State Department of Health. Procurable on rental 
($8.00) or purchase ($100.00) from Communication Materials Center, 413 
W. 117th St., New York 27. 


This is the story of the rescue of an unborn child from the 
dangers of congenital syphilis. It concerns the wife of a farmer 
who has unknowingly contracted an infection from her husband 
that threatens their expected child. It illustrates the efforts of 
a community to combat congenital syphilis. In general, the film 
is scientifically accurate and shows well the emotional problems 
encountered. The cooperation between the_private practitioner 
and the public health officer is presented unusually well. 

It could be shown at prenatal clinics, to groups of newly 
married couples, and even to young unmarried people. Because 
of the geographical setting it may be of most interest to Southern 
audiences. The story, acting by the local residents, and the 
photography are well done. 


NEW FILM ADDED TO A. M. A. LIBRARY 


Congenital Malformations of the Heart: 16 mm., color, sound. Prepared 
by Robert F. Rushmer, M.D., Department of Physiology and Bio-Physics, 
and Richard L. Blandau, M.D., Department of Anatomy, University of 
Washington, School of Medicine, Seattle. Sponsored by Dr. and Mrs. 
Maimon Samuels, Seattle, and by a grant from the National Heart 
Institute, National Institute of Health, Public Health Service, Bethesda, 
Md. Procurable on loan (service charge, $3.00 each) from Committee on 
Medical Motion Pictures, American Medical Association, 535 N. Dear- 
born St., Chicago 10. 


Part 1.—Development of the Normal Heart, showing time 15 
minutes. This film presents the embryologic development of the 
heart in the living chick embryo. The second portion of the film 
shows the morphological development of the heart and the in- 
ternal development from the single chambered embryonic heart 
to the four chambered adult heart. The <ievelopment of the spiral 
system in the conus arteriosus and the formation of the in- 
teratrial septum with the closure of the foramen ovale are excel- 
lently portrayed, making it easy for the beginning student to 
comprehend. The changes that occur in the fetal circulation at 
the time of birth are also shown. This is a very valuable teach- 
ing film and is recommended for medical students provided it is 
preceded by a textbook reading assignment ana a lecture and 
discussion of the development of the heart. The picture is very 
well organized. The photography, animation, and narration are 
excellent. 


Part 2.—Acyanotic Congenital Heart Disease, showing time 
13 minutes. In this film are shown a number of youthful pa- 
tients with congenital cardiac defects involving an abnormal 
movement of blood from the aortic system into the pulmonary 
system, particularly persistence of the ductus arteriosus. The 
principles on which a differential diagnosis can be made are 
set forth with the help of remarkably fine color animated draw- 
ings as well as cinefluororadiographs. The narration emphasizes 
the fact that differential diagnosis here is important because 
patency of the ductus arteriosus is remedial by surgery, whereas 
the other conditions described are not remediable at present. 

The basic physiology and pathology are beautifully illus- 
trated in animation. The essential symptoms are clearly set forth, 
also in animation, and the x-ray and physical findings are well 
illustrated. The sound track faithfully reproduces the charac- 
teristic murmurs heard in the various types of heart diseases 
illustrated. This film is especially valuable for students and for 
the average clinician but would also be of interest to the cardi- 
ologist. This picture would be valuable to students in their first 
as well as their fourth year in anatomy, physiology, obstetrics, 
and physical diagnosis courses. It is also suitable for interns and 
residents. The photography, animation, and narration are 
excellent. 


| 

ice 

| 

nd 

he 

30, 

ety 

on- 

the | 

ra 

ent | 

per 

ate 

tly 

me 

sed | 

hed 

| 

alue 

r of 

yard 
unit | 
two | 
ome | 
mile 3 
one 

tible 

pro- 

half- 
d to | 
hout 

vices | 

, are 

ngly. 

wnee 

) per 4 

ment 

ulate | 

dden 

, the | 

ional 


242 BUREAU OF LEGAL MEDICINE AND LEGISLATION 
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AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 


Optometry Practice Acts: Classification of Schools by Private 
Association.—The plaintiff sought a writ of mandamus to compel 
the defendant, the State Board of Examiners in Optometry, to 
permit him to take an examination in optometry in Michigan. 
The petition was heard by the Supreme Court of Michigan. 

The plaintiff's evidence showed that he is a citizen of the 
United States, a resident of Wayne County, Mich., a graduate 
of Cass Technical High School of Detroit, and had served seven 
years in the army and navy of the United States. He graduated 
from the Monroe College of Optometry of Chicago, under an 
accelerated course of instruction, passed the Illinois State Board 
in Optometry, and was issued a certificate by the state of Illinois 
in 1947. He was denied an opportunity to take the Michigan 
examination in optometry for the reason that the Monroe College 
of Optometry did not teach a two year course in optometry and 
is not an accredited optometry college. 


The optometry practice act provides in part: “After May first, 
1925, the applicant shall be at least 21 years of age, of good 
moral character, who is a graduate of an optometric school or 
college rated as class A or class B by the international associ- 
ation of boards of examiners in optometry, teaching optometry 
and giving a course of at least 2 years of 6 months each.” 
Pursuant to this statute and under its rule making authority, the 
board of examiners adopted the following rule: “Applicants for 
examination must be twenty-one years of age, of good moral 
character and must be possessed of an education equal to a 
four years’ high school course, Michigan standard, and be a 
graduate in optometry of a university, school or college approved 
by the Michigan State Board of Optometry, giving a course of 
at least four years.” This rule was approved by the attorney 
general in 1944. It will be noted, said the Supreme Court, that 
the rule adopted by the board raises the statutory minimum 
from two years of six months each to “a university, school or 
college approved by the Michigan State Board of Optometry, 
giving a course of at least four years.” It is conceded that the 
Monroe College of Optometry did not give a course of study 
in optometry of at least four years, and it was not approved by 
the Michigan board of optometry. 

In 1951, the attorney general ruled that the provision of the 
law requiring an applicant for graduation to have graduated from 
an optometric school or college rated as class A or class B by 
the international association of boards of examiners in optometry 
is void, because it is an attempted delegation of legislative power 
to a nongovernmental body, but he held that the excision of 
the ultra vires phrase would not affect the validity of the re- 
mainder of the act. We are in accord with such opinion, said 
the Supreme Court, and hold that the legislature could not 
delegate to the international association of boards of examiners 
in optometry the rating of optometric schools or colleges as 
required under the act. In view of our holding the statute would 
read: “. . . the applicant shall be at least 21 years of age, of 
good moral character, who is a graduate of an optometric 
school or college teaching optometry and giving a course of at 
least two years of six months each.” There is no question, the 
court continued, but that the legislature acting under its police 
power has the power and authority to prescribe minimum re- 
quirements for those who seek to become optometrists. When 
the legislature provided that an applicant shall be a graduate of 
an optometric school giving a course of at least two years of six 
months each, it did not intend a calendar year of 365 days but 
that the school year should be devoted to the study of optometry 
for at least six months. It is a well-known fact that many students 
have accelerated the time required to complete a prescribed 
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course by attending summer school and thus been able to gradu- 
ate before the usual time of graduation. 


The right to allow an administrative agency to adopt rules 
and regulations to effectuate the purposes of the legislation is 
well recognized, said the court, but such powers should not be 
extended by implication beyond what may be necessary for 
their just and reasonable execution. Although the function of 
setting professional school standards and rating the schools 
accordingly was expressly intrusted to the international associ- 
ation of boards of examiners in optometry by the legislature, 
which for reasons heretofore mentioned we hold unconstitu- 
tional, it does indicate legislative intention to set up minimum 


- standards as a guide to the board. It does not follow, said the 


Supreme Court, that the board cannot within reason adopt 
higher standards than the minimum set up in the legislation. 
We have examined the rule adopted by the board and conclude 
that it has a proper relationship to the legislative act. The rule 
does not deprive the plaintiff of any personal property rights. 
His right to practice optometry is a privilege granted by the 
state and is subject to the statutory law and the reasonable and 
proper rules of the board. The record does not support the 
plaintiff's claim that his qualifications are such as to compel 
the defendant board to permit him to take the examination. Ac- 
cordingly, we find no arbitrary abuse of discretion on the part 
of the board and deny the plaintiff's petition for a writ of man- 
damus. Coffman v. State Board of Examiners in Optometry, 
50 N. W. (2d) 322 (Michigan 1951). 


Psychiatric Examination: Right of Accused to Private Examina- 
tion.—The petitioner was charged with murder and assault with 
intent to murder and entered a plea of not guilty by reason of 
insanity. Her attorneys employed a licensed physician, who was 
a psychiatrist, to examine her and to advise them with respect 
to her sanity. At the direction of the petitioner’s attorneys, the 
psychiatrist went to the jail to make the examination, but the 
sheriff refused to permit him to examine her in private and 
informed him that he could conduct the examination only in 
the presence of alienists appointed by the court. The petitioner 
refused, on advice of counsel, to submit to examination by court- 
appointed psychiatrists. In a subsequent proceeding for habeas 
corpus, the superior court entered an order permitting any alienist 
selected by the petitioner to examine her but only “in conjunction 
with” the psychiatrists appointed by the court. The petitioner, 
therefore, appealed directly to the Supreme Court of California. 


A fundamental part of the constitutional right of an accused 
to be represented by counsel, said the Supreme Court, is that 
his attorney must be afforded reasonable opportunity to prepare 
for trial. To make that right effective, the counsel is obviously 
entitled to the aid of such expert assistance as he may need in 
determining the sanity of his client and in preparing his defense. 
Adequate legal representation, of course, requires a full dis- 
closure of the facts to the counsel, and in order to assure that a 
client may safely reveal all the facts of his case to his attorney, 
the law has long recognized the need for secrecy with respect to 
communications between them. In applying this principle it has 
been held that an accused person in custody of the law is en- 
titled to consult with his attorney in private, without the presence 
of the sheriff or other representatives of the state. This court has 
also held, continued the Supreme Court, that when medical 
advice is required to interpret a client’s condition to his attorney, 
the information discovered on a private examination of the client 
by a physician employed by the attorney falls within the scope 
of the rule protecting communications between attorney and 
client. Since the same general policies underlie both the right to 
consultation in private and the privilege against disclosure, it 
follows that when a petitioner’s attorney requires a psychiatrist's 
aid in interpreting her mental condition she is entitled to have 
the psychiatrist examine her in private. Accordingly, the Supreme 
Court directed that the sheriff permit a private examination of 
the petitioner by an alienist or alienists selected by the petitioner 
or her counsel. Ex parte Ochse, 238 P. (2d) 561 (California 
1951). 


ery 

ty “ 
I 

] 
I 
I 

th 
m 
ca 
ie 24 
sv 
a 
fu 
tel 
of 
ob 
bil 
on 
sig 
ab 
tie 

A 
24 
the 
los 
po 
ae Ne 
rec 
pai 
wh 
Th 
tio 
mo 
lar 
mit 

Zati 
Uni 
last 
ig mac 
for 
the} 
Am 
sup) 
and 


Vol. 150, No. 3 


243 


MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A. Arch. Neurology and Psychiatry, Chicago 
67:725-858 (June) 1952 


*Absence of Clinical Evidence of Destructive Lesions of Sympathetic 
Nervous System in Acute Anterior Poliomyelitis. L. J. Pollock, N. B. 
Dobin, B. Boshes and others.—p. 725. 

*Restoration of Function Through Neuromuscular Reeducation in Trau- 
matic Paraplegia. H. Kabat.—p. 737. 

Lesions of Central Nervous System in Disseminated Lupus Erythema- 
tosus. G. H. Glaser.—p. 745. 

Effect of Phiorhizin on Excretion of Inorganic Phosphate in Psychotic 
Patients. M. D. Altschule, B. H. Parkhurst and E. P. Siegel.—p. 754. 

Acute Subddural Spinal Abscess. J. A. Mufson and S. Solomon.—p. 758. 

Language Behavior in Manic Patients. M. Lorenz and S. Cobb.—p. 763. 

Intracranial Aneurysms: Clinicopathologic Considerations of Oculomotor- 
Nerve Regeneration and Intracerebral Hemorrhage. P. M. Levin.—p. 771. 

*Psychological Functioning Following Cerebral Hemispherectomy in Man. 
I. N. Mensh, H. G. Schwartz, R. G. Matarazzo and J. D. Matarazzo. 
—p. 787. 

Fractures of Spine During Insulin Shock Therapy. C. S. Pool and 
I. Meschan.—p. 797. 

Phenomenon of Reduplication. E. A. Weinstein, R. L. Kahn and L. A. 
Sugarman.—p. 808. 

N-Benzyl-8-Chloropropionamide (Hibicon®): New Approach to Anti- 
convulsant Therapy. C. D. Hawkes.—p. 815. 


Sympathetic Nervous System in Acute Anterior Poliomyelitis.— 
The authors searched for functional disturbances of the sympa- 
thetic nervous system in 24 patients with acute anterior polio- 
myelitis in whom the distribution of pronounced paralysis indi- 
cated severe involvement of contiguous anterior horn cells. The 
24 patients had 67 paralyzed extremities. The following studies 
were conducted on the paralyzed and unparalyzed extremities: 
measurement of skin temperature, electrical skin resistance, and 
sweating; determination of the relative humidity of the skin by 
a hygrometer; oscillometry, and cold-pressor tests. When dys- 
function was indicated by one method, confirmation was at- 
tempted by the other methods of examination. A single indication 
of possible dysfunction occurred in a significant number and was 
observed more frequently in unparalyzed extremities. A com- 
bination of two indications was observed too seldom and with 
only slightly greater frequency in paralyzed extremities to be 
significant. A combination of three indications was observed with 
about equal frequency in paralyzed and in unparalyzed extremi- 
ties in very few instances, and in none did results of all four 
methods indicate dysfunction of the sympathetic nervous system. 
A statistical study confirmed the clinical impression that these 
24 patients showed no evidence of loss of function of the sympa- 
thetic nervous system. This is in contrast to reports of patho- 
logical changes in the sympathetic ganglions in acute anterior 
poliomyelitis. 


Neuromuscular Reeducation in Paraplegia—Three patients, 
aged 35, 36, and 22, are reported on, who have had no functional 
recovery for up to eight years after apparently complete traumatic 
paraplegia, but who have acquired voluntary motion in muscles 
whose motor nerves lie below the level of the spinal cord injury. 
This was accomplished through intensive neuromuscular reeduca- 
tion of a new type. The author has observed a similar dormant 
motor function below the level of the spinal cord injury in a much 
larger series of cases of compression fracture of the spine due to 
mine accidents, automobile accidents, bullet wounds, transverse 
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United States or Canada. Requests for periodicals should be addressed 
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myelitis, and spontaneous hemorrhage. Methods of neuromuscu- 
lar reeducation included the use of summation of mass-movement 
patterns, proprioceptive stimulation, resistance, and rapid alter- 
nating antagonist contractions. These methods produce maximal 
excitation in motor mechanisms in the central nervous system. 
The techniques are effective for neuromuscular examination, as 
well as for treatment. With this method of clinical muscle testing, 
it was possible to demonstrate in each of these cases a residual 
dormant motor connection through the injured area of the spinal 
cord to the lower segments, which was not demonstrable by the 
usual methods of muscle testing. Intensive treatment has con- 
firmed these observations. Gradual return of sensation below the 
previous sensory level associated with restoration of voluntary 
motion has been observed in some of these cases. 


Cerebral Hemispherectomy in Man.—The first cerebral hemi- 
spherectomy in man was performed by Dandy in 1923. Since 
this pioneer operation reports have been published of only 41 
hemispherectomies, of which 28 were done in the United States, 
including Dandy’s early series of 7 cases. With few exceptions, 
the preoperative and postoperative psychological functioning of 
the patients has been described only in general terms, indicating 
the need for a systematic follow-up study with standard, objective 
psychological measures. In the present study, a 54-year-old man 
had been operated on for an extensive glioblastoma and the en- 
tire right cerebral hemisphere was removed. Psychological exami- 
nation could not be begun until the 18th postoperative day, 
because of the sequelae of the radical operation. On nine occa- 
sions during five months following surgical intervention, the 
patient was examined with the Wechsler Memory Scale and was 
subjected to various subtests of the Wechsler-Bellevue Intel- 
ligence Scale. Three months after operation the Rorschach test 
also was administered. The examination data reflected wide 
variations in functioning, with concreteness and perseveration of 
ideas, confused and psychotic-like thinking, clang associations, 
mingling of old and new information, and self-reference. Also 
seen were premorbid levels of superior vocabulary and verbal 
facility and extremely compulsive behavior. A number of reports 
on postoperative psychological functionings collected from the 
literature emphasized the absence of disturbance following hemi- 
spherectomy, the generalization being made from clinical obser- 
vations. The present study by means of objective psychological 
measures reflects extreme variation and disturbance in the psy- 
chological functioning after operation. A similar systematic fol- 
low-up study in a number of cases is suggested in order that the 
course of recovery of psychological function after hemispher- 
ectomy may be described more accurately. 


A.M.A. Arch. Pathology, Chicago 


53:391-484 (May) 1952 

Sequence of Cellular Responses to Injury in Mice Exposed to 1,000 R 
Total-Body X-Radiation. J. Barrow and J. L. Tullis.—p. 391. 

Case of Acute Infective Endocarditis Caused by Salmonella Dublin. 
A. M. Thomas.—p. 408. 

Experimental Atheroarteriosclerosis: Localization of Lipids in Experi- 
mental Arterial Lesions of Rabbits with Hypercholesteremia. F. B. 
Kelly Jr., C. B. Taylor and G. M. Hass —p. 419. 

Certain Features of Vascular Beds of Corticomedullary and Medullary 
Regions of Kidney. M. A. Block, K. G. Wakim and F. C. Mann. 
—p. 437. 

*Postmortem Study of Vascular Disease in Diabetics. E. T. Bell.—p. 444. 

Venous Valvulitis. O. Saphir and M. Lev.—p. 456. 

Hepatic Changes Following Intrasplenic Injection of Fatty Substances. 
H. Ungar, G. Izak and J. D. Feldman.—p. 470. 


Vascular Disease in Diabetics.—Insulin and the antibiotics pro- 
tect a majority of diabetic patients against death from diabetic 
acidosis and infections. They survive longer than formerly, but 
a larger percentage die of vascular lesions, since atherosclerosis 
is accelerated by diabetes. Bell made a quantitative determina- 
tion of this influence by comparing the incidence of deaths from 
vascular disease in diabetics and nondiabetics. The clinical rec- 
ords and autopsy protocols of 1,559 diabetic subjects observed 
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between 1910 and 1951 were studied. Diabetes developed before 
the age of 20 years in 5% of the cases, and after the age of 50 
years in 70%. There were no deaths from vascular disease before 
the age of 20 years. Between the ages of 20 and 40 years, about 
23% of the deaths were due to vascular disease. About 54% of 
those over 50 years of age died of vascular lesions. However, 
since about 30% of nondiabetics over 40 years of age die of 
some form of vascular disease, not all the deaths from vascular 
disease in older diabetics are attributable to the diabetic state. In 
fact, if the percentage of nondiabetics dying of vascular disease 
is deducted from the percentage of diabetics dying of vascular 
disease, less than one-half of the deaths due to vascular disease 
in diabetics over 40 years of age are attributable to diabetes. In 
diabetics who die before the age of 40 years, however, the vascu- 
lar lesions are due to diabetes. The types of vascular disease 
especially accelerated by diabetes are gangrene, renal arterio- 
sclerosis, and coronary disease. When diabetes begins before the 
age of 40 years, few have vascular lesions during the first 10 years 
of diabetes; but after diabetes has existed 20 years or more only 
few escape. Diabetes of long duration does not invariably ter- 
minate in a vascular death. In older diabetics there seems to be 
no relation between the severity of the diabetes and the tendency 
toward vascular disease. The absence of vascular disease in a few 
long-term survivors may not be attributed to better control of 
the diabetes. 


American Journal of Physiology, Baltimore 


169:1-254 (April) 1952. Partial Index 


Effects of Epinephrine and Nor-Epinephrine on Blood Flow Through 
Normal and Denervated Limbs of Dogs. C. J. Imig, B. F. Randall 
and H. M. Hines.—p. 22. 

Effects of Reduced Blood Supply on Bone. C. C. Coolbaugh.—p. 26. 

Ventricular Fibrillation Following Rapid Fall in Alveolar Carbon Dioxide 
Concentration. E. B. Brown Jr. and F. Miller.—p. 56. 

Effects of Anoxia on Metabolism of Myocardial Tissue. J. M. Lemley 
and G. R. Meneely.—p. 66. 

Effects of Hyperpyrexia on Heart in Situ: Studies with Dicumarol, Dini- 
trophenol and External Heat. R. P. Walton, L. I. Goldberg, P. C. 
Gazes and others.—p. 78. 

Internal Water Exchange Rates Following Hemorrhage in Splenectom- 
ized Dogs. M. J. Fogelman, P. O. ’B. Montgomery and C. A. Moyer. 
-—p. 94. 

Effect of Ambient Water Temperature, Alcohol, and Certain Endocrine 
Products on Survival from Drowning in Rats and Mice. W. A. Hie- 
stand, F. W. Stemler and J. E. Wiebers.—p. 108. 

*Partial Sterilization Caused by Feeding Sulfaguanidine to Rats. P. V. 
Rogers.—p. 111. 

Role of Neurohypophysis in Ferritin-Induced Antidiuresis. S. Baez, 
A. Mazur and E. Shorr.—p. 123. 

Effect of Pituitary Hormones, Cortisone and Adrenalectomy on Some As- 
pects of Neuromuscular Function and Acetylcholine Synthesis. C. 
Torda and H. G. Wolff.—p. 140. 

Effect of Acute Changes in Glomerular Filtration Rate on Water and 

Electrolyte Excretion: Mechanism of Denervation Diuresis. A. Surtshin, 
C. B. Mueller and H. L. White.—p. 159. 

Effect of Parathyroid Extract on Renal Function. P. Handler and D V. 
Cohn.—p. 188. 

Labeled Iron Stores in Study of Iron Liberated During Red Cell De- 
struction by Acetylphenylhydrazine. H. D. West, P. F. Hahn, W. F. 
Clark and E. W. Chappelle.—p. 194. 

Effect of Thermal Injury and X-Irradiation on Serum Iron Concentration 
and Iron Contents of Liver, Spleen and Kidney of Rats. A. Chanutin, 
S. Ludewig and E. A. Lentz.—p. 203. 

Effect of Calcium, Magnesium and pH on Adenosinetriphosphatase Ac- 
tivity of Myosin B Threads. W. J. Bowen.—p. 218. 

Gastrointestinal Transit. R. D. Goodman, A. E. Lewis, E. A. Schuck and 
M. A. Greenfield.—p. 236. 

Stress of Realimentation with Protein or Carbohydrate Following Pro- 
longed Fasting. C. M. Wilhelmj, T. F. McGuire and E. B. Waldmann. 
—p. 248. 


Sterilization by Sulfaguanidine——Sulfaguanidine was used in 
a colony of rats to combat an outbreak of chronic cecitis by 
mixing 0.5% sulfaguanidine into the food of all pregnant and 
lactating females. With this treatment the incidence of cecal cyst 
was substantially reduced, but various indications of subnor- 
malcy appeared in the colony, the most striking being a reduction 
in the number of fertile matings. It was found that the feeding 
of sulfaguanidine to pregnant and lactating rats for four con- 
secutive generations resulted in a 95% decrease in the number 
of offspring born. Food intake and activity also became sub- 
normal. Both sexes were affected, but the males more than the 
females. Injections of testosterone and thyroxine failed to re- 
store the males to normal. Fertility returned to normal in the 
first generation after the sulfaguanidine treatment had been dis- 
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continued. Larger amounts of this drug given for a relatively 
short time had a similar effect upon fertility. Twenty-three pairs 
of animals produced an average of 3.2 rats per litter compared 
to 9.9 for the control animals that received no sulfaguanidine. 
There was extreme hyperplasia of the thyroid gland in all ani- 
mals receiving the larger amounts of sulfaguanidine. Desiccated 
thyroid in addition to the sulfaguanidine prevented this enlarge- 
ment but failed to increase the number of offspring. Feeding 
comparatively large amounts of sulfaguanidine to normal rats 
for 30 days prior to mating also caused a marked decrease in 
the number of offspring. 


American Journal of Psychiatry, New York 
108:801-880 (May) 1952 


Normal Vertebrate Behavior as Cause of Human Trouble. R. M. Brickner. 
—p. 801. 

Short History of Psychosurgery. G. V. Ramsey.—p. 813. 

Correlation of Lobotomy Results with Basic Reaction Types. O. Johnson 
and R. Ehrenberg.—p. 817. 

Transorbital Lobotomy: Problem of Thick Orbital Plate. W. Freeman. 
—p. 825. 

Original Case Material of Psychoanalysis. C. E. Goshen.—p. 829. 

Evaluation of Postelectroshock Confusion with Reiter Apparatus. J. 
Summerskill, W. Seeman and D. W. Meals.—p. 835. 

Thyrotoxicosis Following Electric Convulsive Treatment. N. A. Bercel. 
—p. 839. 

Succinyl-Choline-lodide as Muscular Relaxant in Electroshock Therapy. 
G. Holmberg and S. Thesleff.—p. 842. 

Mechanism of Seizures Induced by Di-Isopropyl Fluorophosphate (DFP). 
W. F. Bouzarth and H. E. Himwich.—p. 847. 


American J. Tropical Medicine & Hygiene, Baltimore 


1:361-538 (May) 1952. Partial Index 
The Elephant Never Forgets. F. L. Soper.—p. 361. 


SYMPOSIUM: RESISTANCE OF INSECTS TO INSECTICIDES 


Significance of Insecticide Resistance in Vector Control Programs. 
A. D. Hess.—p. 371. 

of Mosquito Resistance to Insecticides. E. F. Knipling. 
—p. 389. 

House Fly Resistance to Chemicals. G. C. Decker and W. N. Bruce 
—p. 395. 

Current Status of Physiologicai Studies on DDT Resistance. L. E. 
Chadwick.—p. 404. 

*Further Observations on Use of Streptomycin and Penicillin in Cultiva- 
tion of Endamoeba Histolytia from Stools. C. L. Spingarn and M. H. 
Edelman.—p. 412. 

Experimental Infection of Macaca Mulatta with Human Strains of 
Entamoeba Histolytica. M. J. Miller.—p. 417. 

Aureomycin in Amebic Liver Abscess. A. J. Wilmot, T. G. Armstrong 
and R. Elsdon-Dew.—p. 429. 

Histoplasmosis on Isthmus of Panama: Summary of Epidemiologic Sur- 
vey (1949-1950) and Report of Fourth Local Case (1951). H. A. Tucker. 
—p. 462. 

Arsenamide in Treatment of Infections with Periodic Form of Filaria, 
Wuchereria Bancrofti. G. F. Otto, H. W. Brown, S. D. Bell Jr. and 
N. D. Thetford.—p. 470. 

Filariasis Residuals in Veterans with Report of Case of Microfilaremia. 
H. C. Conn and F. S. Greenslit.—p. 474. 

Anopheles (A.) Earlei Vargas, 1943, in Montana: Identity and Adapta- 
tion to Laboratory Conditions (Diptera: Culicidae). L. E. Rozeboom. 
—p. 477. 

Progress Report of Epidemiologic Apprasial of Reported Malaria in the 
United States During 1949 and 1950. G. E. Quinby and S. F. Welch. 
—p. 495. 

Trends in Malaria Control Program of Tennessee Valley Authority. 
O. M. Derryberry and F. E. Gartrell.—p. 500. 


Streptomycin and Penicillin in Cultivation of Endamoeba Histo- 
lytica from Stools.—This report deals with a comparative study 
of the effects of streptomycin and penicillin on cultivation of 
Endamoeba histolytica from cysts in stool specimens. In a pre- 
vious communication, it was reported that the addition of strepto- 
mycin to culture mediums increased the number of positive 
ameba cultures. Additional data are presented in this paper. 
Cultures of 54 stools containing cysts of E. histolytica were made 
with and without antibiotics added to the mediums. Trophozoites 
appeared in 34 of the cultures with added antibiotics, but in only 
8 of the controls. In 23 of the positive cultures, amebas were 
found in the tubes containing each of the drugs; in 9 trophozoites 
were seen only in the streptomycin mediums; and in 2 amebas 
were seen only in penicillin treated mediums. Only once was 4 
control positive while the other tubes were negative. It seemed 
that the favorable influence of antibiotics on amebic cutivatior 
was due to the inhibition of the mixed bacterial flora by these 
drugs. 
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American Surgeon, Atlanta, Ga. 
18:539-634 (June) 1952 


Of Thee We Sing. J. S. Stewart.—p. 539. 

Billroth I Type of Gastric Resection. K. B. Castleton.—p. 546. 

Surgical Treatment of Pancreatitis. W. P. Longmire Jr. and J. D. Briggs. 
—p. 554. 

Diagnosis of Thrombo-Embolic Disease. H. B. Shumaker J1.—p. 565. 

*Modern Concepts of Intestinal Antisepsis. E. J. Poth.—p. 572. 

Embryology of Midgut and Its Relationship to Midgut Anomalies. 
W. Nelson.—p. 579. 

Standardization of Gastric Resection in Treatment of Peptic Ulcer. 
R. Woodruff.—p. 586. 

Traumatic Pancreatitis. J. M. Rini.—p. 596. 

Rapid Loss of Plasma Protein in Acute Surgical Conditions. P. B. Price. 
—p. 603. 

Long-Lasting Local Anesthetic-Use in Thoracic Surgery. W. R. Deaton 
Jr. and H. H. Bradshaw.—p. 616. 


Modern Concepts of Intestinal Antisepsis.—Poth lists the proper- 
ties desired in an intestinal antiseptic, and says that it is most 
important that the substance be poorly absorbed from the gastro- 
intestinal tract, because whenever the compound is freely ab- 
sorbed untoward toxic reactions occur frequently. Only two 
of the sulfonamide drugs, sulfasuxidine and sulfathalidine, have 
proved practical as intestinal antiseptics. The sulfonamides are 
chiefly bacteriostatic, whereas the antibiotics are chiefly bac- 
teriocidal. Neomycin proved to be the most effective anti- 
biotic for intestinal antisepsis, because so little of it is ab- 
sorbed from the gastrointestinal tract that its oral administration 
did not result in toxic reaction in 350 patients who received the 
drug for periods up to three months. In most instances, neo- 
mycin completely eliminated bacteria from the gastrointestinal 
tract within 24 hours. Following elimination of bacteria, yeasts 
begin to grow out in large numbers, but no instance of yeast 
infection nor of bloody diarrhea or ulcers in the gastrointestinal 
tract was observed. Neomycin does not inhibit the growth of 
Aerobacter aerogenes in approximately 10% of patients. This 
observation caused Poth to combine neomycin with sulfathali- 
dine. Sulfasuxidine and sulfathalidine, streptomycin, and neo- 
mycin do not interfere with the normal healing of the bowel tis- 
sues nor do they cause increased bleeding. In emergency surgical 
procedures, when the intestinal tract cannot be prepared by in- 
testinal antiseptics before operation, as much as 1,000 cc. of a 
1% neomycin solution can be introduced into the gastrointestinal 
tract; if this is done, no organisms can be cultured within 45 
minutes. However, not more than 100 cc. of the 1% solution of 
neomycin should be spilled into the peritoneal cavity, because by 
this route neomycin in larger doses might prove toxic. Intestinal 
antiseptics are effective in lowering the incidence of peritonitis 
following gastrointestinal surgery. In the past 10 years neither 
leakage from a suture line nor postoperative peritonitis was ob- 
served at the author’s clinic. It is no longer necessary to resort 
to so-called aseptic operative procedures of intestinal suture, and 
open anastomosis can now be employed, which permits a more 
accurate suture and better preservation of the blood supply. The 
combination of neomycin with sulfathalidine is an almost ideal 
intestinal antiseptic. 


Arizona Medicine, Phoenix 
9:1-76 (May) 1952 


*Primary Megacolon. T. H. Bate.—p. 23. 
Hypervitaminosis A: Study of Unusual Case. A. L. Kane.—p. 29. 
Physiology of Menstruation. R. W. Lemire.—p. 32. 


Primary Megacolon.—The treatment of primary megacolon in 
past years has not been entirely satisfactory. Medical treatment, 
consisting of special diets, laxatives, enemas, and various drugs 
that influence intestinal motility, has controlled mild cases for 
long periods, but has failed in severe cases. Unilateral or bilateral 
lumbar sympathectomy and presacral, periaortic, and inferior 
mesenteric chain resections have all been tried in combination 
with splanchnicectomy, but the results have been far from satis- 
factory. Direct surgical attack on the bowel has been based on the 
theory that the seat of the disease is in the dilated portion of the 
colon. Resection of the dilated and hypertrophied bowel, how- 
ever, is usually followed by recurrence proximal to the line of 
resection. Even when the entire colon has been resected and ileo- 
sigmoidostomy performed, the ileum has become dilated and 
hypertrophied and symptoms have recurred. These observations 
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lend support to the theory that the source of the trouble is distal 
to the dilated portion of the colon. Here a segment of the sigmoid 
colon or rectum shows no peristalsis because of agenesis of the 
myenteric plexus, resulting in partial obstruction of the bowel. 
In 1948 Swenson described an operation in which the atonic 
segment of bowel is removed and the remainder of the rectum is 
anastomosed to the proximal segment of colon. The anastomosis 
is performed after the rectum has been temporarily inverted, and 
it and the proximal segment have been drawn through the anus 
to the outside. The anastomosis is then replaced through the anus 
and a functioning bowel results. This operation has been used in 
34 cases by Swenson with what appears to be complete cure in 
33. There was one postoperative death. The author has had good 
results in all of nine children on whom he has performed this 
operation. All seem well after a maximum follow-up period of 
four years. 


Arkansas Medical Society Journal, Fort Smith 


48:287-304 (May) 1952 


Ophthalmology for the Family Doctor. J. W. Dodson.—p. 287. 

Facts on Tuberculosis in Arkansas. A. C. Curtis.—p. 289. 

Differential Diagnosis and Treatment of Collagen Diseases. C. T. Young. 
—p. 292. 


Connecticut State Medical Journal, Hartford 
16:395-488 (June) 1952 


Treatment of Anuria Due to Acute Renal Insufficiency. C. K Friedberg. 
—p. 397. 

Medical Importance of Organic Phosphorus Insecticides. J. Lieben. 
—p. 407. 

Narcotics Problem in Connecticut: II. Role of State Department of 
Health in Its Solution. D. P. Griffin.—p. 408. 

Future of Residency Training in Surgery. G. E. Lindskog.—p. 410. 

Newer Trends in Obstetrics. H. E. Schmitz.—p. 416. 


Diseases of the Chest, Chicago 
21:491-612 (May) 1952 


Newer Palliative Measures in Management of Inoperable Bronchogenic 
Carcinoma. E. Mayer and B. Roswit.—p. 491. 

*Deficiencies in Our Knowledge of BCG Vaccine. M. I. Levine.—p. 513. 

*Experience with High Doses of Para-Aminosalicylic Acid in Treatment 
of Pulmonary Tuberculosis. S. Phillips, J. C. Larkin Jr. and W. A. 
Litzenberger.—p. 521. 

Whither Tuberculosis? Statistical Review of Reports from Selected Ameri- 
can and European Communities. G. J. Drolet and A. M. Lowell. 
—p. 527. 

Treatment of Abscesses Associated with Spinal Tuberculosis. J. H. Aldes. 
—p. 562. 

Present Status of Phrenic Nerve Paralysis in Treatment of Pulmonary 
Tuberculosis. H. H. Seiler.—p. 578. 

Indications and Contraindications for Decortication Procedures in Pul- 
monary Tuberculosis. A Report by the Sub-Committee on Surgical 
Treatment of Diseases of the Chest.—p. 584. 


Deficiencies in Knowledge of BCG Vaccine.—BCG vaccine can- 
not replace other antituberculous measures that have proved 
successful in this country. It may confer partial immunity on 
those inoculated, but the degree of immunity attained is far 
below that attained against diphtheria, tetanus, or smallpox 
following the use of the appropriate toxoid or vaccine. Dr. 
Robert Anderson, chief of the tuberculosis division of the U. S. 
Public Health Service, has stated that BCG vaccine cannot be 
considered an absolute preventive against tuberculosis and that 
efforts are still being made “to find more stable and suitable im- 
munizing agents.” The principal disadvantages connected with 
the use of BCG vaccine at present are as follows: 1. No method 
has yet been developed for stabilizing its potency. 2. The exact 
degree of immunity conferred and its duration are unknown. 
3. No agreement has yet been reached in regard to correct dosage 
or administration. Variations in the effect of the vaccine on 
different racial groups have also been noted. Acceptance of BCG 
vaccination as a general public health measure is not warranted; 
until further information on disputed points is available, its use 
should be continued on an experimental basis only. 


High Doses of p-Aminosalicylic Acid in Pulmonary Tuber- 
culosis.—p-Aminosalicylic acid in doses of from 18 to 24 gm. 
daily was given to 28 patients with pulmonary tuberculosis. All 
had progressive, or at least stationary, lesions; in 22 the disease 
was far advanced and in 6 it was moderately advanced. Only 12 
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of the 28 given initial doses of 24 gm. of p-aminosalicylic acid 
daily were able to complete the course of 120 days; six others 
were able to complete it after the daily dose was reduced to 
18 gm. Almost all developed some symptom of drug toxicity, 
mainly anorexia, vomiting, or diarrhea. Omission of the drug for 
a day or two was sufficient in most cases to alleviate the symptom 
and make resumption of treatment possible. Four patients were 
unable to tolerate the medication, and it was discontinued within 
the first month; six others were able to take it for at least 
two months but failed to complete the 120 days. Determination 
of the prothrombin level following the appearance of streaked 
sputum showed that it was reduced in some of the patients who 
were receiving large doses of p-aminosalicylic acid, but adminis- 
tration of vitamin K restored it to normal within a few days. 
Increased blood levels of p-aminosalicylic acid generally followed 
large doses, but there was marked variation from patient to 
patient. Strains of bacilli resistant to p-aminosalicylic acid 
emerged in some patients during the treatment; such increased 
resistance to p-aminosalicylic acid might interfere with its later 
use in combination with streptomycin. The complications en- 
countered and the mediocre results obtained led to the conclusion 
that treatment with large doses of p-aminosalicylic acid alone 
was unsatisfactory, and the study was discontinued. 


Endocrinology, Springfield, Ill. 
50:377-496 (April) 1952. Partial Index 


Adrenal Cortex of the Pantothenic Acid-Deficient Rat: Eosinophile and 
Lymphocyte Response. R. W. Winters, R. B. Schultz and W. A. Krehl. 
—p. 377. 

Decrease in Formation of Adrenocorticotropin Following Administration 
of Epinephrine. C. A. Gemzell.—p. 399. 

Effect of General Dietary Deficiencies on Response of Prostate of Albino 
Rat to Testosterone Propionate. J. T. Grayhack and W. W. Scott. 
—p. 406. 

Guinea Pig as Laboratory Animal for Corticoid Excretion Studies: 
Modification of Formaldehydogenic Method. S. Burstein—p. 412. 
Relationship of Corticoid Excretion to Ovarian Hormones in Guinea Pig. 

B. Zondek and S. Burstein.—p. 419. 

Pituitary-Adrenal Cortical Antagonism to Estrogenic Stimulation of 
Uterus of Ovariectomized Rat: Observations on Structural Specificity 
of Crystalline Steroids. C. M. Szego.—p. 429. 

Bioassay of Insulin in Serum Using Rat Diaphragm. M. Perimutter, 
S. Weisenfeld and M. Mufson.—p. 442. 

Nature of Interdependence of Adrenal Cortex, Non-Specific Stress and 
Nutrition in Regulation of Nitrogen Metabolism. F. L. Engel.—p. 462. 

Effect of Cortisone on Course of Parabiotic Hypertension in Rat. C. E. 
Halli and O. Hall.—p. 478. 

Effects of Dosage, and of Estrogen, Androgen or Salicylate Administra- 
tion on Degree of Body Temperature Elevation Induced by Pro- 
gesterone. I. Rothchild and A. C. Barnes.—p. 485. 


Florida Medical Association Journal, Jacksonville 
38:759-826 (May) 1952 


Intramedullary Pin Fixation in Femoral Fractures. W. J. Newcomb. 
—p. 777. 

Diseases of Parotid Gland. G. D. Taylor.—p. 783. 

“‘Periarteritis Nodosa” with Encephalitic Lesions in a Child of 18 Months. 
J. W. Williams, R. J. Jahn, W. S. Johnson and J. R. Boulware Jr. 
—p. 792. 

Enlarged Prostate and Its Surgical Management. S. J. Pearlman.—p. 795. 


International Journal of Leprosy, New Orleans 


20:1-174 (Jan.-March) 1952 


*Leprosy Epidemic at Nauru; Review with Data on Status Since 1937. 
H. W. Wade and V. Ledowsky.—p. 1. 

*Results of One Year’s Experience with TB-1 in Treatment of Leprosy. 
S. Schujman.—p. 31. 

Classification of Leprosy in Eastern China. J. L. Maxwell and L. Kao. 
—p. 39. 

Demonstration of Mycobacterium Leprae by Electron Microscopy. T. A. 
Haedicke, R. L. Reagan, D. M. Schenck and A. L. Brueckner.—p. 47. 

Study of Vitamin A and Carotenoids and of Vitamin C in Blood Serum 
of Leprosy Patients and of Their Healthy Housemates. R. Boenjamin. 
—p. 53. 

Infectiousness of Murine Leprosy Bacilli After Exposure to Different 
Conditions in Vitro. J. H. Hanks.—p. 67. 

Studies on Pathology of Murine Leprosy. T. Tanimura and S. Nishimura. 
—p. 83. 


Leprosy Epidemic at Nauru.—A study of a leprosy epidemic on 
the island of Nauru in the Central Pacific, where the disease was 
unknown in the first decade of this century but became rampant 
in the early 1920's, is presented. From the time the first cases 
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were recognized in 1920 up to 1929, leprosy had been diagnosed 
in a total of 35% of the population, although some of the re- 
corded cases were evidently only suspects. The most remarkable 
feature of this epidemic is the contrast between the high sus- 
ceptibility of the people to infection and the high resistance to 
progression of the disease evidenced by the mild form which 
most of them exhibited, more than 90% of the cases having been 
classified as maculoanesthetic. Innate resistance is also indicated 
by the highly beneficial effects of the treatment given, based 
almost entirely on chaulmoogra oil and its derivatives. The 
question of whether or not the early maculoanesthetic cases 
that were found to be bacteriologically negative by relatively 
drastic examinations and were treated as outpatients may have 
had a part in spreading the infection is considered, without con- 
clusion. 


Amithiozone (TB 1) in Treatment of Leprosy Amithiozone 
(TB 1) is the p-aminobenzoaldehyde of thiosemicarbazone, which 
was used in the treatment of human tuberculosis with encourag- 
ing results. Since 1949 it has been used by several investigators 
in the treatment of leprosy. At the leprosy service in Rosario, 
Argentina, amithiozone has been in use since September, 1950. 
This paper describes the results obtained in about one year in 
14 patients, 2 with tuberculoid and 12 with lepromatous leprosy. 
Of this total, 11 had received no previous antileprosy treatment. 
Both of the patients with tuberculoid leprosy improved greatly. 
All of those with the lepromatous type improved, markedly in 
two instances, moderately in seven, and slightly in three, the clin- 
ical and bacteriological changes being taken into consideration in 
assessing the degree of improvement. The drug is so well tolerated 
that it was never necessary to suspend treatment completely. The 
author feels that because of the good tolerance to this drug and 
its ease of administration, it deserves to be included in the 
therapeutic armamentarium against leprosy. 


Journal of Bacteriology, Baltimore 


63:563-692 (May) 1952. Partial Index 


Comparison of Metabolism of Ammonia and Molecular Nitrogen in 
Photosynthesizing Bacteria. J. S. Wall, A. C. Wagenknecht, J. W. 
Newton and R. H. Burris.—p. 563. 

Lactic Acid Fermentation of Xylose by Escherichia Coli. L. A. Nutting 
and S. F. Carson.—p. 575. 

Development of Increased Bacterial Resistance to Antibiotics: I. Con- 
tinuous Spectrum of Resistance to Penicillin, Chloramphenicol, and 
Streptomycin. H. Eagle, R. Fleischman and M. Levy.—p. 623. 

Studies on Bacterial Reducing Activity in Relation to Age of Culture. 
P. H. Kopper.—p. 639. 

Observations on Growth of Escherichia Coli in Media Containing Amino 
Acids as Sole Source of Nitrogen. E. A. Dawes.—p. 647. 

Effect of Isomeric Configuration of Source of Nitrogen on Changes in 
Population and Metabolism in Cultures of Brucella. R. J. Goodlow, 
L. Tucker, W. Braun and L. A. Mika.—p. 681. 


Journal of Immunology, Baltimore 


68:495-598 (May) 1952. Partial Index 


Growth of Mouse Encephalomyelitis Virus (Theiler’s FA Strain) in 
Embryonated Eges. R. B. Lawson.—p. 495. 

Studies of Toxin of Clostridium Botulinum Type D. D. A. Boroff, 
M. Raynaud and A. R. Prévot.—p. 503. 

RH Antigens of Human and Monkey Blood. J. Murray.—p. 513. 

Effect of Certain Chemical Compounds on Multiplication of Tz Bacteri- 
ophage. J. G. Wooley, M. K. Murphy, H. W. Bond and T. D. 
Perrine.—p. 523. 

Toxic Manifestations in Rabbits and Mice Associated with Virus of 
Western Equine Encephalomyelitis. L. B. Fastier.—p. 531. 

Postnatal Immunity in Mouse Encephalomyelitis. D. J Dean.—p. 549. 

Vaccination Against Paratuberculosis (Johne’s Disease). B. Sigurdsson. 
—p. 559. 

Principles Governing Practical Application of Complement-Fixation Tests. 
J. O. De Almeida, A. M. Silverstein and F. Maltaner.—p. 567. 

Stimulating Effect of Tuberculin upon Production of Circulating Aanti- 
bodies in Guinea Pigs Infected with Tubercle Bacilli. S. V. Boyden and 
W. E. Suter.—p. 577. 

*Q Fever Studies: XV. Development and Persistence in Man of Com- 
plemeni-Fixing and Aggiutinating Antibodies to Coxiella Burnetii. 
E. H. Lennette, W. H. Clark, F. W. Jensen and C. J. Toomb.—p. 591. 


Q Fever: Development of Antibodies in Man.—The time of 
appearance, increase in titer, and persistence of complement- 
fixing antibody against Coxiella burnetii was studied in 102 
patients with Q fever, and in 85 of them similar observations were 
made on the agglutinating antibody. Agglutinin was detect- 
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able in the serum of 92% of the patients by the end of the second 
week, while complement-fixing antibody was detectable in only 
65% of the cases at this time. By the end of the third week, 
agglutinating and complement-fixing antibodies were detectable 
in 95 and 97%, respectively. At this time the median titers of 
both antibodies were in the range of 1:128 to 1:256. These find- 
ings suggest that the rickettsial agglutination test may have some 
advantages in the early diagnosis of Q fever. However, the 
complement-fixation test is more readily adaptable to laboratory 
use. Also, it has been suggested in other rickettsial diseases that 
the complement-fixation test may be a better tool for epidemi- 
ological surveys, since complement-fixing antibody has been 
observed to persist longer than the agglutinating antibody. Data 
on individual patients also suggest that in Q fever the comple- 
ment-fixing antibody persists longer than the agglutinating anti- 
body. However, from data on the entire group, it appears that 
the two antibodies in man are similar in their patterns of per- 
sistence; this would suggest that either the agglutination or 
complement-fixation test may be employed in serologic surveys. 
In experimentally inoculated large animals (sheep), the data 
available suggest that the agglutinating antibody appears early 
and tends to disappear within a few weeks; consequently, in 
surveys Whose purpose is to detect remote as well as recent in- 
fections in livestock, the complement-fixation test seems the 
preferable method. The long persistence in man of both the 
agglutinating and the complement-fixing antibody underlines the 
need for caution in the interpretation of the results of serologic 
diagnostic tests performed on a single specimen of serum. The 
median titers of both antibodies in the patients studied by these 
authors remained at high levels for many months, so that a titer 
obtained on a single serum specimen cannot, in the absence of 
strong supporting epidemiologic and clinical evidence, be inter- 
preted as evidence of current infection with C. burnetii. 


Journal of International College of Surgeons, Chicago 


17:403-634 (April) 1952. Partial Index 


Malignant Melanoma of Rectum. S. D. Weston and M. Marren.—p. 403. 

Carcinoma of Stomach. L. j. Starry and H. C. Dodson Jr.—p. 417. 

Milk of Calcium Gallbladder: Report of Case. R. G. Majer.—p. 427. 

Problem of Appendicitis: Comparative Analysis of 6,427 Consecutive 
Appendectomies Performed from 1940 to 1949 in Philadelphia and 
Vienna. J. J. Toland Jr. and L. Schoenbauer.—p. 432. 

Pain—Chemotherapeutic and Surgical Approach. R. M. Klemme.—p. 439. 

Acute Myelogenous Leukemia Simulating Acute Appendicitis. L. R. 
Charest and C. L. Holt.—p. 445. 

Incarcerated Diaphragmatic Hernia. W. B. Hobbins and L. J. Aries. 
—p. 454. 

Procaine Convulsions in Obstetrics. A. F. Daro, H. A. Gollin and 
R. A. McDermott Jr.—p. 459. 

Obesity in Relation to Repair of Ventral Hernia. W. Bartlett Jr.—p. 464. 

Cancer of Lung. J. A. Taiana, V. A. Aracama Zorraquin and E. Schiep- 
pati.—p. 482. 

Abdominoperineal Approach in Treatment of Anorectal Anomaly: Tech- 
nical Considerations. V. Alves de Carvalho Pinto and R. de Vilhena 
Moraes.—p. 488. 

Surgical Treatment of Arterial Hypertension: Technique. F. R. Coronil. 
—p. 506. 

Pulmonary Lobectomy in Tuberculosis. H. Anido.—p. 534. 

Postoperative Jejunal Ulcer. E. Branco Ribeiro.—p. 541. 

Ligature of Vena Cava in Ventricular Insufficiency. P. Fuchs.—p. 556. 


17:635-768 (May) 1952. Partial Index 


Some Advances in Surgery of Bones and Joints. H. W. Meyerding. 
—p. 635. 

Role of Radiologist in Diagnosis and Management of Acute Obstruction 
of Small Intestine. I. H. Lockwcod.—p. 646. 

Importance of Nerve Supply of Urinary Bladder in Surgery of Recto- 
sigmoid. L. E. McCrea and D. L. Kimmel.—p. 651. 

Repeated Episodes of Hemorrhage from Gastroduodenal Ulceration. 
F. A. Barrett Jr.—p. 658. 

Surgery of Tuberculosis of Lung. M. Behrend.—p. 662. 

Experience with High Costal Margin Incision in Surgery of Stomach 
and of Gallbladder. V. Orator.—p. 671. 

Peritoneoscopy. F. P. Antia.—p. 679. 

Curare-Pentothal Anesthesia in Endotracheal Intubation and Endoscopy. 
B. N. Sircar.—p. 685. 

Massive Neurofibroma (Neurinoma) of Foot with Calcification: Report of 
Case. H. L. DuVries and J. P. Cascino.—p. 688. 

Operative Technic for Reconstruction of Traumatized Palate: Partial or 
Total Destruction. E. A. Kitlowski—p. 695. 

Treacher Collins Syndrome (Dysostosis Mandibulofacialis). G. B. O’Con- 
nor and M. E. Conway.—p. 714. 

Tuberculomas of Lung: Surgical Extirpation; Seven Cases. J. A. Taiana, 
V. Aracama Zorraquin and E. Schieppati.—p. 718. 

Inguinal Hernia in Infants and Children: Considerations on 300 Opera- 
tive Cases. V. Alves de Carvalho Pinto.—p. 729. 
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Journal of Investigative Dermatology, Baltimore 


18:365-418 (May) 1952 


Treatment of Lupus Erythematosus with Calcium Pantothenate and 
Panthenol. T. Cochrane and G. Leslie.—p. 365. 

Colorimetric Assay of Dermatophyte Growth in Broth Culture. C. L. 
Taschdjian.—p. 369. 

Prantal in Dermatology. L. M. Nelson.—p. 373. 

Mechanical Separation of Epidermis from Corium. E. J. Van Scott. 
—p. 377. 

Eosinophilic Response in Normal Subjects Following Inunction of Corti- 
sone Ointment. J. L. Danto and S. Maddin.—p. 381. 

Study of Diagnostic Value of BCG Vaccination Reaction. E. T. Bern- 
stein and H. J. Spoor.—p. 385. 

Treatment of Vitiligo with Ammi Majus Linn: Preliminary Note. E. Sidi 
and J. Bourgeois-Gavardin.—p. 391. 

Biologic Assay of Exit Dose in Dermatologic Roentgen Therapy. H. M. 
Buley and M. H. Ku!win.—p. 397. 

Insect Bite Reaction: I. The Mechanism. L. Goldman, P. Johnson and 
J. Ramsey.—p. 403. 


Journal-Lancet, Minneapolis 
72:229-268 (May) 1952 

Diagnosis and Treatment of Dyslalia. S. F. Brown.—p. 229. 

Cancer, Major Child Health Problem. H. W. Dargeon.—p. 231. 

Carcinoma of Ovary in Children: With Report of Case. J. W. McGill. 
—p. 232. 

Isolated Myocarditis in Children: With Two Case Reports. R. B. Tudor 
and R. R. Kling.—p. 235. 

Agenesis of Anus and Rectum: With Report of Case. R. C. Lam. 
—p. 238. 

Hydranencephaly: Report of Case. B. A. Mazur.—p. 240. 

Observations on Two Children with Diabetes Mellitus and Epilepsy. 
R. Engel, F. Halberg, M. Ziegler and I. McQuarrie.—p. 242. 

Encephalopathy Following Pertussis Vaccine. D. A. Sher.—p. 249. 

Fatal Case of Diphtheria Complicated by Myocarditis and Pericardial 
Effusion. G. W. Lund.—p. 252. 

Seasonal Dermatoses of Spring and Summer. W. L. Macaulay.—p. 256. 


Journal of Neurophysiology, Springfield, Ill. 
15:167-256 (May) 1952 


Sir Charles Scott Sherrington, (1857-1952). J. F. Fulton.—p. 167. 

Effect of Ablation of Prestriate Cortex on Auditory-Visual Association 
in Monkey. E. V. Evarts.—p. 191. 

Sites of Origin of Electric Potentials in Striate Cortex. G. H. Bishop and 
M. H. Clare.—p. 201. 

Observations on Mechanism of Experimental Cerebellar Seizures. S. L. 
Clark and J. W. Ward.—p. 221 

Maximum Conduction Velocities of Motor Fibers of Ulnar Nerve in 
Human Subjects of Various Ages and Sizes. I. H. Wagman and 
H. Lesse.—p. 235. 

Cortical Projection Zone of Chorda Tympani Nerve in Cat. H. D. Patton 
and V. E. Amassian.—p. 245. 


Journal of Neurosurgery, Springfield, Ill. 
9:235-316 (May) 1952 


Cerebral Angiography in Children: Anatomoclinical Evaluation. J. A. : 
Picaza.—p. 235. : 

Extradural Hematomas of Posterior Fossa. L. J. Lemmen and R. C. 
Schneider.—p. 245. 

*Comparison of Polyethylene and Tantalum for Cranioplasty. Preliminary 
Report. W. S. Lockhart Jr., G. van den Noort, W. H. Kimsey and 
R. A. Groff.—p. 254. 

Clinical Complications of Cerebral Angiography. K. H. Abbott, J. R. 
Gay and R. J. Goodall.—p. 258. 

Water Exchange of Central Nervous System and Cerebrospinal Fluid. 
E. A. Bering Jr.—p. 275. 

Decompression of Trigeminal Root and Posterior Part of Ganglion as 
Treatment in Trigeminal Neuralgia. Preliminary Communication. 
P. Taarnh¢j.—p. 288. 

Extradural Cerebellar Hematoma. Report of Three Cases with Review of 
Literature. A. J. Beller and E. Peyser.—p. 291. 

Antony Chipault. 1866-1920. D. Petit-Dutaillis—p. 299. 

Sciatica Caused by Tumoral Calcinosis. Case Report. P. A. Riemen- 
schneider and A. Ecker.—p. 304. 

Torulosis of Brain. Case Report. F. Padberg and J. Martin.—p. 307. 
Multiple Spinal Cord Meningiomas. R. W. Rand.—p. 310. 


Comparison of Polyethylene and Tantalum for Cranioplasty. 
This paper describes the immediate results of cranioplasty in 24 
patients with skull defects. In half of the patients polyethylene 
plates were used and in the other half tantalum plates. The same . 
operating team performed surgery on both groups. All 24 
patients were overseas casualties from the Korean area. Twenty- 


‘two had open craniocerebral missile injuries. Two had closed 


head injuries with depressed skull fractures. All had had 
craniectomies at overseas hospitals. Early results indicated con- 
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firmation of the previously described qualities of polyethylene 
as a substance useful in cranioplasty. The advantage of being 
able to tolerate exposure to hot sun was emphasized by the 
patients with polyethylene plates. Tantalum was selected when 
thin bone edges were encountered because of the difficulty in 
counter-sinking polyethylene in such instances. One tantalum 
plate had to be removed because of headache and seizures after 
cranioplasty. Moderate subgaleal fluid accumulation occurred 
after tantalum cranioplasty in three instances, but never with 
polyethylene plates. Otherwise, both substances were well 
tolerated without complication. 


J. Pharmacology & Exper. Therap., Baltimore 
105:1-108 (May) 1952. Partial Index 


Conversion of Decamethonium-Like Agents to Tensilon-Reversible Agents 
by Aromatic Substituents. L. O. Randall.—p. 16. 

Effect of Adrenocortical Steroids and Adrenocorticotrophic Hormone on 
Electroshock Seizure Threshold. D. M. Woodbury.—p. 27. 

Effects of Chronic Anticonvulsant Administration upon Cortisone-Induced 
Brain Hyperexcitability. E. Fingl, L. J. Olsen, B. W. Harding and 
others.—p. 37. 

Effects of Chronic Administration of Anticonvulsant Drugs, Alone and in 
Combination with Desoxycorticosterone, on Electroshock Seizure 
Threshold and Tissue Electrolytes. D. M. Woodbury.—p. 46. 

Site of Cardiovascular Action of Veratrum Derivatives. E. D. Swiss and 
G. L. Maison.—p. 87. 

Effect of Aluminum Hydroxide Gel (Amphojel) and Hydrated Alumina 
Powder on Intensity and Duration of Action of Anticholinergic Drugs. 
J. Seifter, J. M. Glassman, A. J. Begany and E. M. Gore.—p. 96. 

Pressor Effect of Histamine After Autonomic Ganglionic Blockade. I. H. 
Slater and P. E. Dresel.—p. 101. ° 


Michigan State Medical Society Journal, Lansing 
§1:521-640 (May) 1952 

The Best of Life. A. M. Smith—p. 557. 

Dynamic Therapeutics in Chronic Disease. H. A. Rusk.—p. 559. 

Health Requirements of the Aging Population. W. B. Cooksey.—p. 560. 

Arteriosclerosis. C. F. Wilkinson Jr.—p. 564. 

Méniére’s Disease: Medical Treatment. H. L. Williams.—p. 572. 

Varicose Veins: Evaluation and Treatment. C. R. Doyle.—p. 577. 

Effects of Electric Shock on Brain Cortex. S. K. Ellis and A. J. Boyle. 
—p. 581. 

Hypertensive Complications of Pregnancy: Experimental Use of Various 
Drugs. N. S. Assali.—p. 586. 

Civil Defense. W. H. Gordon.—p. 592. 

Blood Typing Tags. H. E. Cope.—p. 596. 


Military Surgeon, Washington, D. C. 
110:397-464 (June) 1952. Partial Index 

Intramedullary Fixation of Fractures in Army Hospitals in the Zone of 
Interior. A. W. Spittler and W. C. Dunckel Jr.—p. 397. 

Evaluation of New Formula for Clinical Means of Estimating Basal 
Metabolic Rates. I. J. Yetwin and S. M. Korson.—p. 399. 

Direct Venous Pressure in Chronic Right Heart Disease. M. Deitchman 
and A. H. Canter.—p. 402. 

Acute Herpetic Gingivostomatitis: Case Report. J. Serio.—p. 419. 

*Music and Mental Health. E. Podolsky.—p. 420. 


Music and Mental Health.—Physicians who care for the mental- 
ly ill have come to realize that music is one of the best medica- 
tions for the mind. The author cites among other observations 
the favorable effect of orchestra music on 1,300 patients afflicted 
with every grade of mental derangement assembled during meals 
in the dining room. Under its influence these patients are quiet, 
self-controlled, and observe as complete decorum as could be 
found in the dining room of any large hotel. He also mentions 
individual cases in which music proved of great benefit. Music 
heightens depressed feelings and calms over-active patients. It 
can change a dissatisfied and destructive mood to a satisfied and 
constructive one. Participation in music as performers provided 
for mental patients an emotional outlet for repressed feelings, 
and at the same time they were encouraged in self-expression. 
By playing instruments the patients practiced coordination of 
nerve and muscle. They derived a sense of accomplishment from 
playing and showed signs of relaxation, achieving release from 
their anxieties, emotional conflicts, and mental confusion. Small 
rhythm bands provide enjoyable activity for regressed patients. 
Individual musical therapy, in the form of private instruction in 
voice, piano, instrumental music, and composition is often help- 
ful in awakening old interests and instilling self-confidence. 
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Neurology, Minneapolis 
2:177-272 (May-June) 1952 


Clinical Significance, Histopathology and Classification of Cerebral 
Swelling. I. M. Schneider.—p. 177. 

Extinction of Taste Sensation on Double Simultaneous Stimulation. 
M. B. Bender and D. S. Feldman.—p. 195. 

Subarachnoid Hemorrhage as Cause of Sudden Death. W. M. Tucker 
and B. J. Alpers.—p. 203. 

Role of Neuroanatomy in Neurologic Research. A. Brodal.—p. 207. 

— of Basal Ganglion Tremor During Sleep. W. J. Friedlander, 
—p. 4 

New Curare Antagonist in Electroshock Therapy. A. Faulconer Jr., 
E. H. Lambert and H. P. Rome.—p. 226. 

Preliminary Study of New Antiparkinson Agent. L. J. Doshay, K. Con- 
Stable and S. Fromer.—p. 233. 

Effect S Stimulation and Section of Chorda Tympani Nerve. S. Rosen. 
—p. 244. 

Electroencephalographic Study of Patients with Tuberous Sclerosis. W. W. 

Dickerson and C. D. Hellman.—p. 248. 

*Neurologic Manifestations Following Spinal Anesthesia. J. J. Michelsen. 
—p. 255. 

Environmental Studies in Multiple Sclerosis. G. Steiner.—p. 260. 

Clinical Pathologic Conference: From the Indiana University Medical 
Center. A. T. Ross, R. F. Heimburger and O. T. Bailey.—p. 263 


Neurological Manifestations Following Spinal Anesthesia.— 
The neurological manifestations following spinal anesthesia in 
four cases of intraspinal tumor are described. In all four in- 
stances the neurological manifestations occurred soon after the 
operative procedure. There was recovery, although incomplete, 
in two cases. Complete block of the cerebrospinal fluid was 
found in one case, a partial block in the other three. In one case 
the site of obstruction was below the interspace at which the 
spinal anesthetic was injected; in the other cases the lesion was 
above the level of injection. One single factor cannot account for 
the widely divergent manifestations, but the nerve damage often- 
er is greatest where the concentration of the drug is the highest, 
that is on the nerve roots of the cauda equina. Spinal cord 
tumors, which as a rule interfere with the dynamics of the cere- 
brospinal fluid, might explain the complications in the present 
cases as due to lack of diffusion of the anesthetic. The protein of 
the cerebrospinal fluid was elevated in all four cases, and since 
a relationship between spinal fluid protein elevation and toxicity 
of the anesthetic drugs has been suggested by some investigators, 
determination of the total protein prior to instillation of the 
anesthetic ought to become a routine procedure. In two of the 
reported cases spinal anesthesia was contraindicated: dis- 
coloration of the spinal fluid was observed in one, but its sig- 
nificance was not recognized. In the other case, complete dynamic 
block could have been discovered, but no manometric measure- 
ments were carried out. Spinal anesthesia is popular among 
anesthetists, because it is considered simple. Michelson stresses 
that its dangers should also be emphasized. He deplores that 
many patients who are given spinal anesthesia have not even 
had their reflexes tested or pupils examined. Spinal anesthesia is 
often decided on by men who are not familiar with the patho- 
physiology and clinical lesions of the spinal cord. 


New England Journal of Medicine, Boston 


246:761-800 (May 15) 1952 

*Value of Cholangiograms During Biliary-Tract Surgery. D. Hight and 
J. R. Lingley.—p. 761. 

The Doctor of Tomorrow and Federal Medical Services. R. C. Page. 
—p. 765. 

Planning Low-Sodium Meals: Community Project. P. A. Thoreson, 
A. D. Baldwin, E. M. Morris and W. J. Zukel.—p. 771. 

*Reliability of L. E. Test. J. R. Walsh and R. L. Egan.—p. 775. 

Exampie of Acute Radiation Syndrome in Man. L. H. Hempelmann. 
—p. 776. 

A Half Century of General Practice. D. S. Luce.—p. 783. 


Value of Operative Cholangiograms.—Operative cholangio- 
grams were made during surgical intervention on the extra- 
hepatic biliary tract of 115 patients. Of the 115 cholangiograms 
96 (83.4%) were considered satisfactory by the radiologist. The 
roentgen photographs showed positive findings in 27 (23.4%) 
of the patients. A diagnosis of stones was made in 22, of stend- 
sis of the ampulla in 4, and of tumor of the common duct 0 


A eae A lc 


ch 
er 
st 
re 
& 
ac 
th 
ha 
og 
ex! 
Lu 
wil 
rhe 
luf 
A 
3 of 
cyt 
pat 
. 
wit 
sul 
ate 
art 
sip 
hac 
aut 
GR 
tos! 
Th 
*Du 
I 
Ma 
Ast 
Spi 
» 
rie Ma 
if Cor 
mez 
Sub 
inve 
2 avo! 
pro! 
i Tan 
dres 
effic 
skin 
dou! 
< - pass 
pene 
spac 
nerv 
intre 
mete 
% duce 
butt 
of tt 
seco. 
mair 
Supp 
SIX ¢ 
heal 
Case 
4 what 
. The 
quic] 
press 


and 
ge. 


on, 


inn. 


zi0- 
tra- 
The 
no- 
t in 


Vol. 150, No. 3 


1. The findings were considered normal in the remaining 78 
cholangiograms. Two errors in the latter group were discov- 
ered by postoperative cholangiograms that revealed residual 
stones. Cholangiograms made during the postoperative period 
are of value when it is not certain that all stones have been 
removed from the common duct. Although operative cholangi- 
ograms may not always be infallible, they can be made quickly 
and can be of such quality that the radiologist can make a highly 
accurate interpretation, thus avoiding needless exploration of 
the common duct. When stones are present, a fairly accurate 
method of examination is available to determine when all stones 
have been removed. This method of examination of the com- 
mon duct is considered so reliable by the authors that cholangi- 
ograms are made almost routinely during operations on the 
extrahepatic biliary tract. 


Lupus Erythematosus Plasma Test.—The plasma of 25 patients 
with diseases of the collagen group, such as rheumatic fever, 
rheumatoid arthritis, periarteritis nodosa, and systemic lupus 
erythematosus, was tested to determine the specificity of the 
lupus erythematosus factor for systemic lupus erythematosus. 
A positive reaction to the test, consisting in the demonstration 
of typical L. E. cells and clumping of polymorphonuclear leuko- 
cytes in rosette arrangement, was observed only in the four 
patients with systemic lupus erythematosus. The five patients 
with discoid lupus erythematosus had consistently negative re- 
sults from the test; there was, however, no opportunity to evalu- 
ate the reliability of this test in patients with acute exacerbations 
of this disorder. The patients with rheumatic fever, rheumatoid 
arthritis, periarteritis nodosa, multiple myeloma, nephritis, ery- 
sipelas, contact dermatitis, and chronic eczematoid dermatitis 
had negative results from the test. The results obtained in the 
authors’ study substantiate the reliability of the lupus erythema- 
tosus plasma test in diagnosis of systemic lupus erythematosus. 
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The New England Journal of Medicine and the Massachusetts Medical 
Society. J. Garland.—p. 801. 

*Dupuytren’s Contracture, with Note on Use of “Compression Suture.” 
R. C. Tanzeg.—p. 807. 

Malignant Melanoma: Clinicopathological Study. H. Fanger and W. F. 
Roberts.—p. 813. 

Asthma in Children: Follow-Up Study of 688 Patients After an Interval 
of 20 Years. F. M. Rackemann and M. C. Edwards.—p. 815. 

Spinal-Cord Involvement by Schistosomiasis Mansoni. G. L. Ross, J. W. 
Norcross and G. Horrax.—p. 823 

Management of Dyspnea. F. W. Palfrey.—p. 826. 


Compression Suture in Dupuytren’s Contracture.—Nonoperative 
measures have proved ineffective in Dupuytren’s contracture. 
Subcutaneous fasciotomy is palliative, but resection of the 
involved aponeurosis is necessary for permanent correction. To 
avoid postoperative bogginess and hematoma, which frequently 
prolong convalescence after resection of the palmar aponeurosis, 
Tanzer uses a “compression suture,” which pulls the palmar 
dressing down into the cup of the palm at a point that is most 
efficacious in preventing the accumulation of fluid. Before the 
skin incisions are closed a mattress suture of no. 000 silk, 
double-armed on straight needles and incorporating a button, is 
passed directly through the hand at two points. The first needle 
penetrates the skin between the second and third metacarpal! 
space distal enough to avoid the deep volar arch and ulnar 
nerve, emerging through the dorsal skin. The second needle is 
introduced in the same manner between the fourth and fifth 
metacarpal bones. After the wound closure, packing is intro- 
duced beneath and around the silk loop in the palm and the 
button is drawn onto the packing by gathering up on the dorsum 
of the hand the two suture ends, which are threaded through a 
second button and tied with moderate firmness over gauze to 
maintain snug pressure. A fluffy dressing with elastic-bandage 
Support is built up around the compression suture. In five of 
six cases in which the compression suture was used the wound 
healed without evidence of hematoma or bogginess. In the sixth 
case in which the compression suture was introduced in a some- 
what different manner a small collection of blood developed. 
The author was impressed by the absence of edema and the 
quick return of function in the group treated with the com- 
Pression suture. 
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North Carolina Medical Journal, Winston-Salem 


13:221-268 (May) 1952 

Nephrectomy: Comments on Series of 270 Operations. W. M. Coppridge, 
L. Roberts and J. Hughes.—p. 227. 

Use of Radioisotopes for Localization of Brain Tumors. F. R. Wrenn Jr. 
and M. L. Good.—p. 231. 

Opportunities and Obligations of the Medical Profession to Industry. 
M. R. Gasque and N. Boyer.—p. 236. 

Survey of the Hypometabolic States. W. Spaeth.—p. 240. 

Cystic Disease of Lungs: Lower Accessory Pulmonary Artery Syndrome. 
N. L. Anderson.—p. 242. 

Ocular Problems of Interest to the General Practitioner. W. Roberts. 
—p. 247. 

Incidence of Postoperative Complications in Anorectal Surgery: Review 
of 500 Cases. B. R. Jackson.—p. 250. 


Pediatrics, Springfield, Ill. 
9:519-658 (May) 1952 

Therapeutic Measures Promoting Recovery from Physiologic Disturbances 
of Infantile Diarrhea. D. C. Darrow.—p. 519. 

Tetany and Parathyroid Hyperplasia in Newborn Infant: Influence of 
Dietary Phosphate Load. L. I. Gardner.—p. 534. 

Infective Gangrene of Mouth (Cancrum Oris). D. B. Jelliffe.—p. 544. 

Acute Benign Pericarditis in Childhood: Comparisons with Rheumatic 
Pericarditis, and Therapeutic Effects of ACTH and Cortisone. S. Fried- 
man, R. Ash, T. N. Harris and H. F. Lee.—p. 551. 


*Teratoma of Neck in a Newborn Infant; Case Report. R. R. White and 
R. S. Gosselin.—p. 565. 

Effects of Penicillin and Broad-Spectrum Antibiotics on Emergence of 
Gram-Negative Bacillary Flora in Upper Respiratory Tract of Infants. 
R. S. McCurdy and E. Neter.—p. 572. 

*Premature Infants in Later Life; Study of Intelligence and Personality 
of 22 Premature Infants at Ages 8 to 19 Years. P. J. Howard and 
C. H. Worrell.—p. 577. 


Primary Herpetic Vulvovaginitis; Report of Case; Isolation and Identifi- 
cation of Herpes Simplex Virus. S. Krugman.—p. 585. 

Comparative Toxicity of Aqueous and Oily Preparations of Vitamin A. 
J. M. Lewis and S. Q. Cohlan.—p. 589. 

Salmonella Bredeney Meningitis; Case Report of 19 Day Old Infant. 
H. L. Kantor.—p. 597. 

Retrolental Fibroplasia: Animal Studies; Induced Vascular Engorgement 
and Hyperplasia of Iris, Tunica’ Vasculosa Lentis and Retina in 
Kittens. W. R. Hepner Jr.—p. 602. 

Studies on Absorption and Distribution of Terramycin in Chijdren. 
A. D. Hunt Jr., R. S. Kelley, L. L. Coriell and others.—p. 607. 


Teratoma of the Neck.—A 3-day-old baby boy with a huge ter- 
atoma of the neck is described. The large tumor mass extended 
from the region of the left zygoma down to the left clavicle and 
from just posterior to the left ear forward to just beyond the mid- 
line of the neck. The infant was in obvious respiratory distress, al- 
though no cyanosis was present. Immediate surgical removal of 
the tumor under intratracheal cyclopropane and ether anesthesia 
was necessitated by the respiratory embarrassment that threat- 
ened the infant’s life. The tumor appeared well encapsulated 
and was freed fairly easily by sharp and blunt dissection. The re- 
moved specimen was a 7.5 by 6 by 2.5 cm. fibrous tumor that 
was Slightly fluctuant. The greatest part of the tissue was com- 
posed of nerve elements. There was fairly well-differentiated 
thyroid tissue, both near the edge and well within the tumor. 
Other types of tissue identifiable were stratified squamous 
epithelium, glandlike structures lined with ciliated cells resem- 
bling respiratory epithelium, fibrous tissue, and blood vessels. 
The tumor seemed to fall in the group of teratomas in the region 
of the thyroid gland that are not supplied by the thyroid vessels 
and displace all or part of the thyroid. Of the 60 cases of tera- 
toma of the neck reported in the literature 38 belonged to this 
group, while 8 were true teratomas of the thyroid gland supplied 
by the inferior and/or superior thyroid arteries. The remaining 
14 were tumors in the region of the thyroid not supplied by the 
thyroid vessels and not displacing any part of the thyroid gland. 


Premature Infants in Later Life.—The personality and achieve- 
ments in later life of 22 unselected premature infants were 
studied. These infants had birth weights up to 1,820 gm. Final 
age at examination varied from 8 to 19 years. A few physical 
defects were found, consisting of malnourishment, dwarfism, 
obesity, hypothyroidism, congenital absence of tooth buds, 
scoliosis, and cryptorchidism. One child had keratitis at birth; 
eleven were hyperopic. It was concluded that the eyes of pre- 
mature infants may be frequently defective. Otherwise it is 
difficult to say that prematurity itself affects physical growth. 
The intelligence quotients of the 22 children ranged from the 
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high grade moron level upward, with a fair distribution, to very 
superior intelligence level. Prematurity per se seemingly does 
not affect intelligence, except that a more than average per- 
centage of premature infants have intracranial hemorrhage. One 
from the authors’ group had a diagnosis of definite brain 
damage at birth, and others were suspected of having this 
damage. This is apparently reflected in a higher than expected 
incidence of mild mental retardation. Using birth weight as a 
criterion, there was no relation between the degree of pre- 
maturity and the resultant intelligence quotient. Results of per- 
sonality tests in addition to the information gleaned from the 
psychological interviewers and the histories showed that over 
half of the children have made unsatisfactory or below average 
personality adjustment. Contributing factors observed included 
prematurity, overprotection by the parents, and poor physical 
endowment. Twelve had personalities of the submissive passive 
type. Eight of the 22 showed unusual aggressive tendencies. 
Other behavior aberrations observed were nail biting, two cases 
of habit spasms, and one case of chronic masturbation. It is 
suggested that study of premature infants who are necessarily 
deprived of immediate postnatal maternal tenderness may finally 
offer a basis for assessing the theory that such tenderness is 
necessary. 


Psychiatry, Washington, D. C. 
15:111-230 (May) 1952. Partial Index 


Notes on Psychoanalytic Group Therapy. J. D. Sutherland.—p. 111. 

Psychiatric Interview: II. H. S. Sullivan.—p. 127. 

Further Remarks on Pathogenesis and Treatment of Schizophrenia. A. B. 
Szalita-Pemow.—p. 143. 

Making the Environment Respond to Basic Emotional Needs. D. Pratt. 


—p. 179. 


Public Health Reports, Washington, D. C. 
67:411-504 (May) 1952. Partial Index 


Recent Trends in Meningococcal Disease. A. W. Hedrich.—p. 411. 

Total Patient-Care Approach to Chronic Disease. J. F. Fazekas.—p. 421. 

Sylvan Yellow Fever in Central America. N. W. Elton.—p. 426. 

Unstained Slides for Diagnosis of Certain Treponematoses. W. E. Coutts, 
E. Silva-Inzuna and G. Morales-Silva.—p. 442. 

Insecticides and World Health: WHO Expert Committee on Insecticides. 
S. W. Simmons.—p. 451. 

Mosquito Control in Water Resource Projects: I. Prevention vs. Abate- 
ment. R. O. Saxvik.—p. 459. 

Id.: If. Insect Problems and Irrigation. J. A. Rowe.—p. 462. 

Statistical Record System in a Local Health Department. B. Pearson. 
—p. 467. 

Alcohol Studies and Rehabilitation in Virginia. K. F. Lee.—p. 474. 


67:505-606 (June) 1952. Partial Index 


Prevalence of Arthritis and Rheumatism in the United States. T. D. 
Woolsey.—p. 505. 

Birth Registration Completeness, United States, 1950. S. Shapiro and 
J. Schachter.—p. 513. 

Poliomyelitis in the United States, 1951. C. C. Dauer.—p. 524. 

Patient Load and Volume of Medical Services. A. Ciocco, I. Altman 
and T. D. Truan.—p. 527. 

Measuring Extent of Immunization—in Grand Rapids and Kent County, 
Michigan. G. Eldering and P. L. Kendrick.—p. 535. 

Home Accident Prevention Activities. F. S. Kent and M. Pershing. 
—p. 541. 

Epidemiological Techniques in Home Accident Prevention. H. L. 
Roberts, J. E. Gordon and A. Fiore.—p. 547. 

State Nursing Surveys and Community Action. F. G. Abdellah.—p. 554. 

Malaria Blood Survey of Mexican Laborers in an Arkansas County. 
L. Kartman and B. M. Mays.—p. 561. 

Small-Quantity Blood Tests for Syphilis: Comparison of Serologic Tests. 
S. Olansky, A. Harris, H. Vinson and others.—p. 563. 

Tularemia from Wood Rat in New Mexico. D. H. Ecke and R. Holden- 
ried.—p. 588. 


Review of Gastroenterology, New York 
19:351-425 (May) 1952 


New Anticholinergic Drugs in Peptic Ulcer Therapy. N. Steinberg. 
—p. 351. 

Significance of Markedly Enlarged Spleen in Cirrhosis of Liver. F. Steig- 
mann and E. Stevens.—p. 371. 

Management of Gastroinestinal Hemorrhage. N. E. Rossett and S. L. 
Stephenson Jr.—p. 379. 

Evaluation of Einhorn String Test. H. A. Rafsky, W. Loewenberg and 
L. Peterson.—p. 390. 

Cholangitis. J. M. McGowan and S. A. Sarkisian.—p. 395. 

Cyanosis Following Use of Anesthesin. B. M. Bernstein.—p. 411. 


J.A.M.A., Sept. 20, 1952 


South Carolina Medical Assn. Journal, Florence 
48:117-150 (May) 1952 


Paroxysmal Tachycardia in Infants and Children. S. E. Elmore Jr. 
G. D. Johnson and F. F. Adams Jr.—p. 117. 

Psychological Development from Conception to Adolescence. W. H. 
Chapman.—p. 123. 

Current Status of Isonicotinic Acid Hydrazide in Treatment of Tubercy- 
losis. Executive Committee of the American Trudeau Society.—p. 127. 

Evaluation of Blue Cross and Blue Shield for Hospitals. A. J. J. Rourke. 
—p. 130. 


Southern Medical Journal, Birmingham, Ala. 
45:381-476 (May) 1952 


Renal Lithiasis: New Concept Concerning Etiology, Prevention and 
Treatment. A. J. Butt, E. A. Hauser, J. Seifter and J. Q. Perry. 
—p. 381. 

Role of Radiology in Diagnosis of Brain Tumors. A. B. Smith.—p. 3838. 

Role of Occupational Therapy in Physical Medicine Management of Phys- 
ical Disabilities. C. D. Shields, W. R. Oelhafen and H. R. Sheehan. 
—p. 395. 

Peritendinitis Calcarea. E. P. Holt and R. T. Odell.—p. 400. 

Intramedullary Fixation for Fractures of Shaft of Tibia. J. O. Lottes. 
—p. 407. 

Relatively Simple Method of Bronchography for the Radiologist. J. A, 
Meadows Jr.—p. 415. 

Problem of Industrial Deafness. A. M. Alden.—p. 420. 

New Horizons in Rheumatic Fever Problem. A. E. Hansen.—p. 423. 

Lifetime Weight Curve and Coronary Artery Disease. H. E. Heyer. 
—p. 428. 

Problem of Scholastic Deficiencies in Medical Schools. A. J. Gill. 
—p. 435. 

*Prolonged Administration of Cation Exchange Resin as Supplementary 
Measure in Congestive Heart Failure. C. M. Voyles Jr. and E. S. 
Orgain.—p. 439. 

Lymphoblastomatosis. T. F. Nelson.—p. 451. 

Epidemiologic Aspects of Atomic and Bacteriologic Warfare. K. T. 
Mosley.—p. 452. 

Dextran: Polysaccharide for Expansion of Plasma Volume. W. L. Bloom. 
—p. 457. 

Vaginal Hysterectomy on Teaching Service. P. C. Schreier and C. R. 
Green.—p. 461. 

Pentothal®: Light Anesthetic Agent. R. J. Brady.—p. 464. 


Cation Exchange Resin in Congestive Heart Failure.—The 
authors present the histories of seven patients with long stand- 
ing severe congestive heart failure who had responded poorly 
to dietary sodium restriction. They were studied during the con- 
tinuous administration of cation exchange resin for from 6 to 
14 months. Serum and urine electrolyte concentrations were 
determined frequently. Extremely low 24 hour urine sodium 
excretion levels were noted. Serious serum electrolyte disturb- 
ances were not observed during administration of resin in its 
ammonium-potassium form. Six of the seven patients were 
definitely improved while taking resin, as evidenced by stability 
of weight, absence of edema, improved exercise tolerance, and 
lowered requirement of mercurial diuretics. Cation exchange resin 
therapy is indicated in patients in whom sodium must be re- 
stricted in the diet, but it is an adjunct to conventional meas- 
ures, not a replacement, although by its use the need for 
mercurial diuretics may be eliminated and dietary sodium re- 
striction may be less rigid. Resin therapy was particularly use- 
ful in patients in whom mercurial diuretics have not been 
effective in promoting diuresis. Contraindications to cation ex- 
change resin therapy are renal insufficiency, insufficient dietary 
intake, and the low sodium syndrome. The continuous, as well 
as the intermittent, use of cation exchange resin is a useful 
adjunct to the conventional therapy of congestive heart failure, 
and of other edematous states associated with the retention of 
sodium. 


Texas State Journal of Medicine, Fort Worth 


48:249-312 (May) 1952 


Epistaxis: I. Etiology, Anatomy, and Surgical Pathology. C. C. Cody Ill. 
—p. 256. 

Id.: II. Local Treatment. J. T. Robison.—p. 260. 

Id.: III. Treatment of Massive Blood Loss. L. B. Reppert.—p. 264. 

Exposition as Applied to Medicine: Few Devices to Help Reader and 
Writer. R. M. Hewitt.—p. 266. 

Visualizing Problems in Medicine. L. B. Waters.—p. 272. 

Why the Private Practice of Medicine Furnishes This Country with the 
Finest Medical Care. J. Pinkston.—p. 288. 
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Archives of Disease in Childhood, London 
27:113-208 (April) 1952 

Glycogen Disease. S. van Creveld.—p. 113. 

Poliomyelitis in Infants Under the Age of Six Months. A. A. McConnell. 
—p. 121. 

Herpes Zoster Neonatorum. G. V. Feldman.—p. 126. 

Blood Formation in Infancy: Part I. Normal Bone Marrow. D. Gairdner, 
J. Marks and J. D. Roscoe.—p. 128. 

Aplasia of Bone Marrow: New Cause of von Jaksch Syndrome. G. M. H. 
Veeneklaas.—p. 134. 

Schénlein-Henoch Syndrome and Collagen Disease. R. J. Derham and 
M. M. Rogerson.—p. 139. 

Thrombocytopenic Purpura Following Measles. O. D. Fisher and T. M. 
Kraszewski.—p. 144. 

Mycotic Aneurysm of Abdominal Aorta. R. G. Mitchell and A. E. 
Claireaux.—p. 147. 

Case of Kaposi’s Haemangiosarcoma. I. Kessel.—p. 153. 

Bacterial Endocarditis After Taussig-Blalock Operation in a Case of 
Unusual Pathology. H. E. Jones and E. G. Dolton.—p. 157. 

Methods of Assessing Therapy in Chorea with Special Reference to Use 
of A.C.T.H. A. St. J. Dixon and E. G. L. Bywaters.—p. 161. 

Congenital Tuberculosis. J. F. Horley.—p. 167. 

Clinical Observations on Pyloric Stenosis in Premature Infants. J. L. 
Henderson, J. J. M. Brown and W. C. Taylor.—p. 173. 

Congenital Anterior Angulation of Tibia. J. P. Bound, H. V. L. Finlay 
and F. C. Rose.—p. 179. 

Calcification of Laryngeal and Tracheal Cartilages Associated with 
Congenital Stridor in an Infant. S. Nabarro.—p. 185. 

Factors Influencing Lactation. R. A. Miller.—p. 187. 


Lancet, London 
1:983-1028 (May 17) 1952 


Treatment of Diabetic Ketosis. J. D. N. Nabarro, A. G. Spencer and 
J. M. Stowers.—p. 983. 

Postural Nerve Block for Intranasal Operations. E. S. Curtiss.—p. 989. 

Monohydroxybenzoic Acids and Ascorbic Acid Depletion of Adrenal 
Glands in Intact Rat. M. J. H. Smith.—p. 991. 

Hexamethonium Compounds in Treatment of Hypertension. J. D. Blainey. 
—p. 993. 

Cardiac Contusion: Differentiation from Cardiac Infarction. R. J. 
McGill.—p. 997. 

Rise of Serum-Acid-Phosphatase Level Following Palpation of Prostate. 
O. Daniel and J. J. Van Zyl.—p. 998. 

Serum Hepatitis with Recovery in Severe Protein Deficiency. J. H. Dible, 
J. McMichael and S. Sherlock.—p. 999. 

Acute Fatal Rheumatic Fever in an Adult. F. D. Hart and O. A. N. 
Husain.—p. 1000. 


Hexamethonium Compounds in Hypertension.—Hexametho- 
nium compounds were administered orally and subcutaneously 
for therapeutic trial for six to nine months in 34 patients with 
severe hypertension. Variations in blood pressure were studied 
in detail before treatment so that each patient could act as his 
own control. The blood pressure fell considerably in all the pa- 
lients between the first consultatian visit and the end of the 
control period of observation with rest in hospital alone. The 
blood pressure decreased slightly more in some patients during 
the period of hexamethonium treatment in hospital. Three 
months after discharge from hospital the blood pressure had 
returned to pretreatment levels in all the patients, although there 
was considerable symptomatic improvement. During the pre- 
treatment period single subcutaneous injections of hexametho- 
num bromide or bitartrate were given; no difference in action 
was discovered between the two compounds. The effect on the 
blood pressure was similar with oral and subcutaneous admin- 
stration, except that adequate subcutaneous doses (varying from 
25 to 75 mg.) always produced a postural fall of blood pressure 
on standing, often to below basal levels. This postural fall was 
of short duration and cannot be regarded as control of the hyper- 
lension, since it seems to be solely the result of interference with 
normal postural reflex circulatory mechanisms. There were wide 
variations in individual susceptibility and often a narrow margin 
between the amount of the drug that would produce a fall in the 
recumbent blood pressure and the amount that would cause 
severe postural hypotension with symptoms of faintness and 
nausea. An injection of 50 mg. was considered to be roughly 
‘quivalent to 500 mg. by mouth, although larger oral doses were 
often required to produce a similar effect. The oral maintenance 
dose varied from 2 to 6 gm. a day, and the subcutaneous dose 
from 150 to 400 mg. a day. The increasing tolerance to hexame- 
thonium, noted by most workers, was more obvious with oral 
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preparations, and as much as 8 to 10 gm. daily was given to some 
patients. Serious impairment of renal function directly due to 
hexamethonium was observed in three patients with malignant 
hypertension. Despite the powerful pharmacological effects of 
hexamethonium compounds, there still seems to be little evidence 
that they are of specific value in long-term treatment of hyper- 
tensive patients. 


Medical Journal of Australia, Sydney 
1:497-532 (April 12) 1952 


Peripheral Action of Digoxin on Venous Pressure: Study Using Sheep 
with “Artificial Heart.” J. H. Tyrer.—p. 497. 

Spatial Vectorelectocardiography: Technique and Normal Vectorelec- 
trocardiogram. T. E. Lowe and A. J. Goble.—p. 503. 

Survey of 681 Children Awaiting Tonsillectomy and Indications for 
Operation in Children. D. L. Dey.—p. 510. 

Case of Childhood Thyrotoxicosis. D. W. Piper.—p. 515. 

*Hepatosplenomegaly as Complication of Maternal Rubella: Report of 
Two Cases. J. R. H. Watson.—p. 516. 


Hepatosplenomegaly and Maternal Rubella.—The main abnor- 
malities so far reported as resulting from maternal rubella have 
been in the heart, the lens, or the cochlea; less common complica- 
tions reported are mental retardation, mongolism, microcephaly, 
dental defects, hydrocephalus, cleft palate, hypospadias, con- 
genital obliteration of the bile ducts, and diaphragmatic hernia. 
Watson presents the cases of a girl and boy, aged 8 and 9 years, 
respectively, who had splenic and hepatic enlargement together 
with other abnormalities known to be associated with maternal 
rubella. They believe that hepatosplenomegaly, with congenital 
heart disease in both cases, and congenital cataract in the second 
case, is, in the absence of any other cause, due to changes taking 
place in utero. In both cases an alteration in early embryonic cell 
division due to maternal rubella is postulated. In the first case 
portal hypertension was predominant; this is also likely in the 
second case, in which a high level of serum bilirubin in the pres- 
ence of further liver disease would appear to indicate a grave 
degree of hepatic insufficiency. The first patient, the girl, died; 
the second patient also has a poor prognosis. A search of the 
literature failed to reveal a record of hepatosplenomegaly as a 
complication of maternal. rubella. 


Presse Médicale, Paris 
60:617-636 (April 26) 1952. Partial Index 


Diagnosis of Masked Hyperthyroidism by Radioactive lodine Fixation by 
Thyroid. Gilbert-Dreyfus and M. Zara.—-p. 617. 

*Is It Possible to Use Adenosine Triphosphoric Acid (ATP) as a Substi- 
tute for Corticotropin in Certain Cases? J. Grenier, J. Bavay and F. 
Lutier.—p. 619. 


Evaluation of Adenosine Triphosphoric Acid as Substitute for 
Corticotropin.—The clinical and biological effects of adenosine 
triphosphoric acid (ATP) were studied and compared with those 
of corticotropin (ACTH) in 23 patients with rheumatic fever, 
chronic progressive polyarthritis, asthma, and gout who first were 
given one intravenous injection of 20 to 40 mg. of adenosine 
triphosphoric acid daily and later on two to three intravenous 
injections of 20 to 40 mg. of this drug daily, with a daily total 
dose of 80 mg. Duration of the treatment varied from, 20 to 45 
days; it was discontinued when the patient did not show further 
improvement for six or seven days. One patient with coxitis and 
ankylosing spondylarthritis was first treated with adenosine tri- 
phosphoric acid for 18 days, and after an interval of two days 
was given 100 mg. of corticotropin daily for 10 days and then 
75 mg. daily for 45 days. Adenosine triphosphoric acid is 
normally present in the body, particularly in muscle, and plays 
an essential part in the metabolism of carbohydrates. Given intra- 
venously it acts as a powerful vasodilator, and therefore must 
be administered very slowly (20 mg. in three to five minutes). 
No untoward reactions were observed. Results obtained with 
adenosine triphosphoric acid in the authors’ patients compared 
favorably with those obtained with corticotropin; occasionally 
these results were obtained as rapidly, but were less spectacular. 
A drop in blood sedimentation rate occurred in nearly all 
patients, a reduction of eosinophils in those with a favorable 
response, and an increase in 17-ketosteroids in patients with 
prolonged treatment. The appetite and general condition of the 
patients were improved. These favorable results suggest further 
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therapeutic trials with adenosine triphosphoric acid. The authors 
believe that in addition to its vasodilator effect, adenosine tri- 
phosphoric acid may exert a direct effect on the pituitary-adrenal 
mechanism. 


60:657-676 (May 7) 1952. Partial Index 


*First Therapeutic Trials with Ganglion Blocking Agents in Acute 
Cerebrovascular Accidents. D. Petit-Dutaillis, G. Guiot and B. Damoi- 
seau.—p. 657. 

Clinical Significance of Phenolsteroids. M.-F. Jayle and O. Crépy.—p. 659. 
Role of Adrenal Cortex in Reilly’s Phenomena; Critical Discussion of 
Selye’s Concept. P. Decourt.—p. 663. 


Ganglion-Blocking Agents in Cerebrovascular Accidents.—The 
ganglion-blocking preparations hexamethonium bromide and 
“pendiomid” (N,N, N’-N’-3-pentamethyl-N, N’ -diethyl-3 -aza- 
pentane-1,5-diammonium dibromide) were employed in the treat- 
ment of seven patients who had had cerebrovascular accidents. 
One patient had a hematoma of the internal capsule of the brain, 
with involvement of the thalamus and probably of the capsulo- 
peduncular junction. Five had hemiplegia, and vascular throm- 
bosis, which was demonstrated by arteriography in one, appar- 
ently was also present in the other four. The seventh patient had 
eclampsia. “Pendiomid” ir doses of 50 mg. subcutaneously every 
12 hours was given to the patient with the hematoma of the in- 
ternal capsule associated with perifocal edema. Within a few 
hours his condition improved although it had become worse 
despite an aspiration puncture.. The five patients with arterio- 
sclerosis, early cerebral softening, and hemiplegia were treated 
with hexamethonium bromide in doses of 50 mg. diluted in iso- 
tonic sodium chloride solution intravenously or with “pendiomid” 
in doses of 50 mg. subcutaneously every 12 hours. Motor activity 
and speech were restored following the first injections in two 
patients in whom treatment was begun within 24 hours after the 
cerebrovascular accident; the remaining three patients, in whom 
treatment was instituted more than 24 hours after the accident, 
were therapeutic failures. In the patient with eclampsia convul- 
sions were controlled immediately and permanently by admin- 
istration of hexamethonium. These preliminary results seem to 
justify use of ganglion-blocking preparations in patients with 
certain acute cerebrovascular accidents associated with arterial 
hypertension. It is suggested, that the ganglion-blocking prepara- 
tions might be effective in a hemorrhagic infarct by helping to 
control this process and its encystment, and in arterial occlusion 
due to angiitis or embolism by relieving the capillary venous 
stasis and the perifocal edema. 


Settimana Medica, Florence 
40:123-150 (March 15) 1952 


*Diagnosis of Cancer by Search of Spermine in Blood Serum. P. Natali. 


—p. 123. 
*Eosinophil Granulocytes in Peripheral Blood of Patients with Typhoid 


Fever and Brucellosis. L. Mazzoleni.—p. 126. 

Dynamic Pressor Effect of Desoxycorticosterone in Arterial Hyperten- 
sion. O. Bongini and G. Vallecorsi.—p. 129. 

Commonest Morbid Syndromes in the Aged. M. Micheli.—p. 135. 


Spermine in Blood Serum of Patients with Cancer.— According 
to Takuoka, spermine (diaminopropyl putresin), which is found 
in the testes, sperm, pancreas, spleen, liver, brain, and prostate, 
is found in larger quantities in cancerous tissue (from 15 to 50 
mg. per 100 gm.). When a liquid containing small quantities of 
spermine (0.5 cc. mg. per cc.) is heated to the boiling point with 
a carbonate of copper (malachite), a light blue-lilac color that 
may be due to the formation of a double salt of copper is ob- 
tained. On the basis of this reaction the author studied the blood 
serum of 15 healthy persons, 15 persons with non-neoplastic 
disease, 25 with cancer that was diagnosed by histological and 
blood examination, 5 with sarcoma, 6 with leukemia, 7 with 
diabetes, and 7 pregnant women. His results agreed with those of 
Takuoka. The serum diagnosis was always negative in the 
healthy persons, in all the patients with non-neoplastic disease 
except one, and in all patients with leukemia. A surprising nega- 
tive reaction was obtained in four patients with sarcoma, which 
the author explains on the basis of a difference in the metabolism 
of epithelial and connective tissue malignant neoplasms. The 
reaction was positive in all patients with cancer except one, in 
two patients with diabetes, and in all pregnant women. The reac- 
tion was more intense in those who were in the last months of 
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pregnancy. Takuoka also reported positive reaction in epileptic 
patients. The author, agreeing with Takuoka, asserts that whep. 
ever spermine is present in the blood serum of patients who are 
not diabetic, epileptic, or pregnant, diagnosis of cancer should 
be considered. 


Eosinophils in Peripheral Blood of Patients with Typhoid ang 
Brucellosis.—Eosinophil counts by the thick drop method were 
made in 64 patients with typhoid. In 12 the eosinophil curve 
was followed during the entire course of the disease. Leukopenia 
was present in 87% of the patients, with an average of 3,00) 
leukocytes per cubic millimeter, but it was not characteristic of 
any particular phase of the disease. Eosinopenia was more pro. 
nounced and was found in 92% of the patients, in 27% of whom 
the eosinophils had disappeared from the peripheral blood. This 
may become an important factor in diagnosis of typhoid. Eosino. 
penia was an early and constant phenomenon and was present in 
the first phase of the disease when the serum diagnosis was not 
as yet positive. It remained present during the second phase of 
the disease and began to disappear in the third phase when clin. 
ical signs indicated subsidence of the disease. Thus, reappearance 
of eosinophils in the peripheral blood may become one of the 
first signs of recovery from typhoid. However, this does not 
justify interruption of antibacterial, especially .chloramphenico! 
(chloromycetin®), therapy. From his experience in few cases, the 
author advises continuation of therapy in gradually decreasing 
dosages for 12 to 15 days thereafter. This test was also performed 
in 10 patients with brucellosis. Since eosinopenia was observed 
in only four of them, its diagnostic value in brucellosis is de- 
batable. 


Strasbourg Médical 
3:199-270 (April) 1952. Partial Index 


Surgical Treatment of Coarctation of Aorta: Report of a Case. R 
Fontaine, R. Riveaux, R. Voegtlin and others.—p. 199. 

*Results of Streptomycin Therapy in 22 Cases of Tuberculous Meningitis 
in the Adult. A. Wackenheim.—p. 227. 

Therapeutic Success of Terramycin in a Case of Human Brucellosis. A 
Wackenheim and A. Lutz.—p. 232. 

Biochemistry of Thyroid Gland and Thyroid Hormone. J. Roche.—p. 24) 


Streptomycin Therapy in Tuberculous Meningitis in Adults— 
Tuberculous meningitis in the adult carries a high mortality; of 
22 patients receiving streptomycin therapy only 5 have so far 
been cured, 2 are still being treated, and 15 have died. The 
average age of the patients was 29 years; 50% were less than 
20. There were three groups of patients: eight in whom tuber- 
culous meningitis was not accompanied by pulmonary miliary 
tuberculosis; eight in whom it was accompanied by discrete 
lymphogenous pulmonary dissemination; and six in whom it 
was accompanied by generalized hematogenous pulmonar 
miliary tuberculosis. Two patients in the first group were cured 
and have resumed a normal life. One, aged 22, is a worker in 
the cotton industry and has minor vestibular disturbances, which 
do not interfere with his work (follow-up of one year after 
administration of 175 gm. of dihydrostreptomycin). The second 
patient, aged 19, is a student in a professional school and ha 
slight frontal headaches occasionally (follow-up of two years 
after administration of 194 gm. of streptomycin). Two other 
patients are still receiving treatment: the prognosis is favorable 
for one and unfavorable for the other, who has hydrocephalus 
and spinal block. Four patients died. The second group of eigh! 
patients contained six with a history of previous tuberculovs 
infection; four had had serofibrinous pleurisy and two had 
chronic tuberculosis. Two others had had no previous infection. 
Seven of this group died and one, aged 22, was cured (18 months 
follow-up after administration of 462 gm. of streptomycin) and 
is now working and contemplating marriage. Four patients 
the third group of six patients died in spite of the fact thal 
streptomycin treatment had been given for the original milia‘) 
infection. Two recovered, but one has been unable to resume é 
normal life on account of serious vestibular disturbances. The 
prognosis of tuberculous meningitis is unfavorable in older 
patients, those with previous tuberculous infections, and those 
with a hematogenous miliary infection. Early treatment © 
essential. In many of these cases, which occurred when strep! 
mycin first became available at Strasbourg, treatment ¥* 
started late. 
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Preventive Medicine and Public Health. By Wilson G. Smillie, A.B., 
M.D., D.P.H., Professor of Public Health and Preventive Medicine, Cor- 
nell University Medical College, New York. Second edition. Cloth. $7.50. 
Pp. 603, with 43 illustrations. The Macmillan Company, 60 Fifth Ave., 
New York 11, 1952. 


This will be read as a new book rather than as a re-edited 
counterpart of the original 1946 publication. There is much that 
is new in the content and method of the personal and pro- 
fessional practice of preventive medicine, and there have been 
many changes in public health administrative concepts and func- 
tions. 

The purpose of Dr. Smillie’s book of 1952 is “to introduce 
medical students to a point of view,” and it is evident that the 
general and specialist practitioners and teachers of medical 
science and art will grow in their command of fact and opinion 
by study of these 600 pages, at least as much as will the students 
who are still in the schools of medicine. The simplicity and plan 
of presentation leave the reader in no doubt as to the opinions 
of the author and his associates. 


Preventive medicine, “a function of the individual physician 
and his patient in the promotion of personal and family health,” 
and public health services as “a function of the community and 
its government” are kept distinct throughout, and these respective 
fields of activity are here more clearly described and more effec- 
tively illustrated with respect to conditions of life and social 
organization in the United States than in any other book. 

The subject matter is discussed in six sections. The introduc- 
tory section deals with population trends, and there is a particu- 
larly good chapter on vital statistics contributed by Dr. Hugo 
Moench, which, as it stands, will suffice for almost all the basic 
information a practicing physician is in need of in this field. 

Sections 2 and 3 on environmental sanitation and communi- 
cable disease control deal with familiar topics but in a selective 
manner that will be medically welcomed as free from superfluous 
technical engineering and administrative details. The nine chap- 
ters in the third section are unusually valuable because they 
include all the sound and tested measures and repeat none of the 
outworn and traditional practices of earlier decades. The chap- 
ters on tuberculosis and the venereal diseases are particularly 
refreshing in the exactness and rational basis for the programs of 
personal and social action advised. More than a third of the 
volume is devoted to these two fundamental spheres of pre- 
ventive medicine and public health. 

Child hygiene covers the usual chronology and content of 
services familiar in the current practice of pediatrics and ob- 
stetrics. Section 5, on adult health protection and promotion, will 
be a boon to many physicians and medical students who are 
nowadays overwhelmed by the multitude of pressure groups de- 
manding large professional participation in time, attention, and 
contributions. 

Public health administration in local and state jurisdictions 
and at the federal level is described with suitable brevity, the 
whole plan and content of the application of the sciences of pre- 
ventive medicine under governmental auspices being adequately 
discussed in 86 pages. 

This book gives sound, practical descriptions of causes and 
effects and of methods and results in the most important applica- 
tion of medicine to social improvement by use of the skills of 
the physician coupled with the resources of public authority. 
The persistent wholesome insistence on the primary responsi- 
bility of the family physician to lead the forces of preventive 
medicine appears throughout the text. 

The 10 pages of index are sufficient and conveniently combine 
subject and author references. To each chapter a short list of 
references is added, which are up-to-date and authoritative, 
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stimulating the reader student to go to original sources. Nothing 
of proved practical importance is omitted from the content of 
this volume that might open wider the minds of teachers and 
students of preventive medicine to the greater usefulness of the 
medical arts and sciences in this important constructive field of 
social effort. 


The Rh Blood Groups and Their Clinical Effects. By P. L. Mollison, 
A. E. Mourant and R. R. Race. Medical Research Council memorandum 
no. 27 (revision of memorandum no. 19). Paper. 3s. Pp. 72, with illus- 
trations. His Majesty’s Stationery Office, Box 569, London, S.E.1, 1952. 


This is a revision of memorandum number 19, which was pub- 
lished in 1948 and reviewed in THE JouRNAL (139:1043 [April 9] 
1949). The care exercised in the selection of material is evidenced 
by the fact that the number of pages has remained the same; 
the reduction of two pages was accomplished by differences in 
typesetting. The great advances in this rapidly growing field are 
adequately discussed, especially in Mollison’s chapter on clini- 
cal considerations, in which much useful information has been 
added to solving such practical problems as evaluation of the 
blood picture in the newborn infant, indications for premature 
termination of pregnancy in suspected hemolytic disease of the 
newborn infant, indications for and technique of exchange trans- 
fusions, advice to parents, and care of the newborn baby. 

The first chapter on the Rh groups, by Race, shows fewer 
changes than the other two chapters, especially in the bibliog- 
raphy. A few contradictions remain to be corrected in the next 
edition. On page 5 the statement is made that only one example 
of anti-d serum has been found. On the preceding pages refer- 
ences by two different authors to two such serums are quoted. 
On page 16 CdE is stated not to have been found, whereas on 
page 26 of memorandum number 19, Van den Bosch is quoted 
as having found such an unequivocal example. 

The concluding remarks of the previous review apply also to 
the present revision: “The monograph is a fine example of good 
writing. It can be recommended as an excellent guide to all in- 
terested in the expanding field of Rh and its ramifications.” 


Causes and Prevention of Tuberculosis. By Brice R. Clarke, M.D., Con- 
sultant Physician, Northern Ireland Tuberculosis Authority. With chapter 
on Mass Miniature Radiography by Joseph Ritchie, L.R.C.P., L.R.C.S., 
Medical Director of Mass Radiography Services, Northern Ireland Tuber- 
culosis Authority. Foreword by Professor J. H. Biggart, C.B.E., M.D., 
D.Sc., Dean of Faculty of Medicine and Professor of Pathology. Queen’s 
University of Belfast. Cloth. $6.50. Pp. 288, with 13 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2, [Printed in Great Britain by Central Press, Aberdeen] 1952. 


In spite of much investigation, tuberculosis remains a most 
complex disease. The infectious agents have been discovered, 
the paths of infections clarified, the reaction of the body to their 
presence made known, and the relative role of immunity and 
allergy investigated, but much of the human problem remains. 
The discovery of streptomycin and hope for even more potent 
antibacterial substances has helped to emphasize the importance 
of a clear understanding of this disease process. Improper use 
of such drugs may beget resistant strains and end in therapeutic 
defeat. There are still problems in pathogenesis and allergy. 
The subject is broad, and the author endeavors to give a com- 
plete picture, which includes material on the method of infection, 
social and environmental factors, and the influence of food, age, 
race, and family. There is little disagreement about facts but 
much about the generalizations deduced from them. Readers will 
be encouraged by the author’s hopeful outlook. Although search 
for effective means of therapy must continue, the problem can 
be more successfully solved by a campaign for its prevention. 
Complete resolution of injury is rare, and the scar tissue of even 
perfect healing is in itself an imperfection. The same missionary 
zeal that is applied to the provision of sanatoriums and the 
search for new and better remedies might, if applied to preven- 
tive measures, bring more dramatic results. Physicians and 
others who read this book will have the necessary understand- 
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ing to enable them to play the part for which they will be cast 
in any such campaign. The chapters include an introduction, the 
tuberculin tests, primary tuberculosis, the later stages of tuber- 
culosis, influence of race and heredity, food and tuberculosis, 
other environmental factors, epidemiology, bovine bacillus and 
tuberculosis in man, summary of causes and principles of pre- 
vention, prevention of infection by the tubercle bacillus, mass 
miniature radiography, immunization against tuberculosis, pre- 
vention of disease in the infected person, and treatment and re- 
habilitation. The author ends with the following statement: 
“Justice demands that the tuberculous patient, who is unsuitable 
for ordinary industrial employment should be afforded an oppor- 
tunity of earning a living. . . . Until the community has done 
its duty in this respect one of the most important aspects of 
prevention will remain neglected.” 

This book is well worth reading by all who are interested in 
tuberculosis or its implications in health and medicine. 


The Unipolar Electrocardiogram: A Clinical Interpretation. By Joseph 
M. Barker, M.D., F.A.C.P., Associate Professor of Clinical Medicine and 
Special Lecturer in Physiology, Georgetown University School of Medicine, 
Washington, D. C. Assisted by Joseph J. Wallace, M.D., F.A.C.P. Advised 
by Wallace M. Yater, M.D., F.A.C.P. Foreword by Frank N. Wilson, 
M.D., F.A.C.P. Cloth. $12.50 Pp. 655, with 458 illustrations. Appleton- 
Century-Crofts, Inc., 35 W. 32nd St., New York 1, N. Y., 1952. 


The importance of electrocardiography in medicine is recog- 
nized. Books on the subject have varied from a brief description 
of “PQRST” to an American “Handbuch.” Recently, many 
monographs on unipolar electrocardiography, with little or no 
consideration of the arrhythmias, have appeared and an almost 
“indigestible” literature has developed. 

“Men acquire sound and useful knowledge of an unfamiliar 
field most readily by working in it and studying at the same 
time.” The man who studies electrocardiography by taking 
records on his own patients acquires much knowledge that is 
cbtainable in no other way. He learns to correlate the history and 
the physical, laboratory, and graphic findings and acquires the 
habit of considering all data before attempting a definite 
diagnosis; he associates and remembers these as a single clinical 
experience. Much practice and study is required to master the 
basic principles and to apply them in the solution of the problems 
of clinical electrocardiography. There are no short cuts, no quick 
courses, and no memorized patterns. 

In order to make it easy for his readers to become familiar 
with the mathematical formulas and terminology of the subject 
the author uses many diagrams and good electrocardiograms, 
with adequate legends and detailed discussions in the text. The 
clinical findings of many of his patients are discussed and their 
single or serial electrocardiograms analyzed. These case histories 
have great pedagogic value. The materials on unipolar electro- 
cardiography cover 423 pages and follow the teachings of 
Wilson, in whose laboratory the author studied. A terse, scientific 
style would have made the facts more readily available and 
saved space. Material on the arrhythmias and miscellaneous 
conditions occupy 193 pages. A select bibliography and a good 
index are included. The format and illustrations are good. The 
persistent student or clinician will find the information necessary 
for the intelligent and dependable interpretation of electro- 
cardiograms in this comprehensive presentation. 


Allergic Pruritus: Its Dermatologic Management. Stephan Epstein, M.D., 
editor. Panel discussion: Rudolf L. Baer, M.D., and others. Official pub- 
lication of American College of Allergists, Inc. Cloth. $2.50. Pp. 76, with 
6 illustrations. Bruce Publishing Company, 2642 University Ave., St. Paul 
4, Minn., Box 1586, Minneapolis, 1952. 


This small volume, which might more properly be entitled “A 
Symposium on Itching Dermatoses,” is a compilation of nine 
papers on the diagnosis and management of itching skin diseases 
by seven well-known dermatologists. Although special emphasis 
is placed on allergic eruptions, and particularly on the various 
forms of eczema, the nonallergic causes of pruritus are not 
neglected. The combined material is designed to provide the 
physician who is not a dermatologist with a practical scheme of 
classification and therapy of itching dermatoses. The authors list 
the prescriptions that they use in their own practices and indicate 
in what morphological stages of the various dermatoses each 
should be used. Systemic as well as topical therapy is considered. 
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The chapter on the psychosomatic aspects of eczema contains 
some controversial material, but it is discussed in a reasonable 
fashion as is the material on the role of focal infection in skin 
diseases. This is a concise and authoritative handbook that can be 
recommended to all practitioners who deal with skin diseases. 


Teaching Methods in Public Health Nursing. By Kathleen M. Leahy, 
N.R., M.S., Professor of Nursing, University of Washington, Seattle, and 
Aileen Tuttle Bell, R.N., M.P.H. Cloth. $3.50. Pp. 220, with 6 illusira- 
tions. W. B. Saunders Company, 218 W. Washington Sq., Philadelphia 5: 
7 Grape St., Shaftesbury Ave., London, W.C.2, 1952. 


This book attempts to bring together for the public health 
staff nurse information on some of the commonest teaching 
techniques and devices and instruments that she may use in her 
everyday work with individuals and groups in homes, schools, 
industries, and community organizations. Every effort is made 
to make this material as practical as possible in the light of the 
variegated pattern of public health nursing. The demands on 
the nurse can be expected to vary somewhat in rural as opposed 
to urban communities, in large as opposed to small health 
departments, in private health agencies, and in the many types 
of school systems and industries. The authors write on the 
authority of several years of experience and teaching in public 
health nursing. 


Such topics as the health education role of the public health 
team, which, in addition to the nurse, consists of the health 
officer, the public health engineer and sanitarian, the nutritionist, 
the social worker, and others are discussed. The interrelated 
activities of the hospitals, health agencies, and other groups are 
considered. A review of the psychology of learning, teaching 
techniques, and media for health education provides practical 
current information for the reader. There are eight illustrations, 
and each chapter is followed by a bibliography. 


The book will serve to call attention to the many phases of 
teaching that are becoming more important in public health 
nursing, as it gives an over-all view of the present available 
teaching aids and includes brief comments on the most im- 
portant aspects of each. It will serve as an excellent introduction 
to teaching methods in public health nursing. As such, it is an 
excellent guide and stimulus to further reading and experimenta- 
tion in this field. 


Useful Drugs: A Selected List of Essential Drugs with Brief Discussions 
of Their Actions, Uses and Dosage. Issued under direction and super- 
vision of Council on Pharmacy and Chemistry of American Medical 
Association. Fifteenth edition. Cloth. $2.50. Pp. 262. J. B. Lippincott 
Company, 227-231 S. Sixth St., Philadelphia 5; Aldine House, 10-13 
Bedford St., London, W.C.2; 2083 Guy St., Montreal, 1952. 


The first edition of this book was published in 1913. Each 
successive edition has presented a brief, authoritative, and care- 
fully selected manual of drug therapy as of the date on which it 
was issued. The present volume is admirably in line with this 
tradition; indeed, the excellent editing, which is apparently 
designed to achieve more uniform phraseology and treatment, 
would seem to give this edition the rank of primus inter pares. 
Many monographs on individual agents have been revised to 
bring them up to date or thoroughly rewritten for conformity 
to style; good examples of the latter are those for ergonovine 
maleate and ergotamine tartrate. 

Comparison of this with the last edition shows that 60 or 70 
new drugs have been added and 13 or more deleted. Some of the 
newer antihistamines and antibiotics make their first appearance, 
and a number of sulfonamides and biologics are among those 
deleted. The large number of additions reflects the development 
and tested status of many new drugs since the last edition in 
1947. The text is revised to conform to the 14th edition of 
the “Pharmacopeia of the United States” and the 9th edition 
of the “National Formulary.” The indexing is excellent. 

Among the more important new additions, aside from those 
already mentioned, attention may be called to bishydroxy- 
coumarin, diperodon hydrochloride, heparin sodium, lidocaine 
hydrochloride, mannitol hexanitrate, mephenesin, methadone 
hydrochloride, piperocaine hydrochloride, propylthiouracil, folic 
acid, and vitamin By (cyanocobalamin). No review of “Useful 
Drugs” would be complete without emphasis on its value for 
the use of students, teachers, and examiners as well as for the 
practicing physician. 
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Annual Review of Microbiology. Volume 5. Charles E. Clifton, editor; 
Sidney Raffel and H. Albert Barker, associate editors. Cloth. $6. Pp. 379. 
Annual Reviews, Inc., Stanford, California, 1951. 


The latest volume of this book contains excellent surveys of 
the more recent advances in selected fields of study. The present 
emphasis on the biochemical aspects of microbiology is reflected 
in the many chapters devoted to the nutrition and metabolism of 
bacteria and fungi. Of particular interest are the developments 
reported in the field of virology. In certain instances, it has been 
observed that infection of a host by one virus may at least 
temporarily protect the host against another virus. This phe- 
nomenon, which has been referred to as interference, may occur 
between viruses that are either immunologically related or un- 
related. This interference may be a result of reciprocal action 
of the two viruses or of the action of only one of the viruses. One 
may speculate as to the possible practical applications of this 
phenomenon in prophylaxis and therapy. 

Other chapters contain reviews on virus-induced tumors of 
animals, physical and chemical characteristics of viruses, polio- 
myelitis and poliomyelitis-like viruses of man and animals, 
endotoxins, plant chemotherapy, pathological plant growth, 
physiology of the algae, and the mode of action of antibiotics. 

The role of micro-organisms in the deterioration of manu- 
factured materials is discussed in the concluding chapter of the 
book. The economic implications of such microbial attack pro- 
vide an impetus for further study in this field. 


Klinik und Therapie der Vergiftungen. Von Sven Moeschlin, Oberarzt 
der medizinischen Universitats-Klinik, Ziirich. Cloth. 45 marks. Pp. 430, 
with 53 illustrations. Georg Thieme, Diemershaldenstrasse 47, (14a) Stutt- 
gart O; agents for U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16, 1952. 


This work is for physicians who have to diagnose and treat 
poisoning; therefore, Moeschlin emphasizes symptoms, treat- 
ments, and prognosis rather than pathology, toxicology, and 
medicolegal aspects. He covers an enormous range of poisons 
and discusses both the acute and chronic states. The poisons 
include those taken with intent to kill, industrial poisons, and 
therapeutic agents, especially those given over a long period of 
time. 

To keep the book within bounds, the author either omits or 
treats superficially many sorts of poisoning that are normally 
seen by dermatologists, internists, or allergists, although he 
usually lists appropriate texts in the bibliographies that follow 
each section. 

The first chapter is a statistical analysis of the 2,056 cases (out 
of 48,667 admissions) of poisoning seen in the Zurich University 
Clinic from 1944 to 1946. Of these patients, 66% were would-be 
suicides, 24% victims of accidents, and 10% victims of industrial 
poisoning. As in most German works, the material is arranged 
systematically, but unlike most, there are thorough indexes so 
that the reader does not have to master the system. The illustra- 
tions and type are good. The most important factor for for- 
eigners is that the German is simple. 


Medicinal Chemistry: Chemistry, Biochemistry, Therapeutic and Pharma- 
cological Action of Natural and Synthetic Drugs. Volume II. By Alfred 
Burger, Associate Professor of Chemistry, University of Virginia, Char- 
lottesville. Cloth. $10. Pp. 579-1084. Interscience Publishers, Inc., 250 
Fifth Ave., New York 1; 2a Southampton Row, London, W.C.1, 1951. 


A review of volume 1 is published in THE JouRNaL (147:1397 
(Dec. 1] 1951). This volume of a text on medicinal chemistry for 
advanced students covers hormones, amino and fatty acids, and 
the field of chemotherapy of diseases caused by pathogenic 
Organisms. The third subject is treated under the headings: intro- 
duction to chemotherapy, theories of metabolite antagonism, dye- 
stuffs in chemotherapy, sulfonamide drugs, antimalaria drugs, 
chemotherapy of acid-fast infections, metal-free drugs used in 
‘topical diseases, antibiotics, antifungal agents, anthelmintics, 
organometallic chemotherapeutic compounds of arsenic, anti- 
mony and bismuth, sterilization and disinfection, and antiseptics. 
A 56 page cumulative index to both volumes, which is more 
complete for volume 1 than is the index in that volume, adds 
greatly to the usefulness of the work. The printing and binding 
are exceptionally good. 
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Tumors of the Eye. By Algernon B. Reese, M.D., D.Sc., F.A.C.S., 
Attending Ophthalmologist and Pathologist, Institute of Ophthalmology, 
Presbyterian Hospital, New York. Cloth. $20. Pp. 574, with 511 illustra- 
tions. Paul B. Hoeber, Inc. (medical book department of Harper & 
Brothers), 49 E. 33rd St., New York 16, 1951. 


This is the first comprehensive book on tumors of the eye, 
tumors of the orbit, and lesions simulating these tumors that 
has been published in the United States. This work serves as 
both text and atlas on ophthalmic neoplasms. Tumors are cata- 
gorized on the basis of origin in so far as it is practical. Begin- 
ning with epithelial tumors of the lid, conjunctiva, cornea, and 
uvea, the chapters that follow are devoted to tumors that are 
most closely connected with the nervous system, such as men- 
ingioma, glioma, and tumors of the peripheral nerves. Pigmented 
tumors are treated in a single chapter and sarcomas in two. The 
less common tumors are described in the final seven chapters, 
concluding with a discussion of primary and secondary tumors 
of the orbit and of orbital diseases ‘simulating neoplasm. The 
author’s vast clinical experience and his skill as a histopathologist 
gives authenticity to the text, which is written largely from his 
contacts with diseased material in the hospital and in the labora- 
tory. There are numerous references to medical literature bear- 
ing on the subjects discussed. 


The pages are large; the paper is glossy; and the full-page 
lines are of larger type than usually found in a work of this kind. 
The illustrations are excellent, particularly those in full color 
that show histopathological details to the best advantage. 

This book fills a need as a reference work on the etiology, 
clinical course, and histopathology of ophthalmic tumors and 
will be of particular value to neurological and ophthalmic sur- 
geons and to general pathologists. 


Wide Neighborhoods: A Story of the Frontier Nursing Service. By Mary 


Breckinridge. Cloth. $4. Pp. 366. Harper & Brothers, 49 E. 33rd St., New 
York 16, 1952. 


This book is an autobiographical sketch of Mary Breckenridge, 
who was educated both here and abroad; she studied nursing and 
later took the training of midwifery that prepared her to do, in 
the remote areas of the United States, the type of service that she 
had observed in the rural areas of Europe during and following 
World War I. 


Starting with only an idea in 1925, the Frontier Nursing Service 
has grown to be a strong influence in the lives of the people in 
the mountains of Kentucky. The keen insight Mrs. Breckenridge 
has of the character of these persons gives an accuracy and an 
interest to her descriptions of their way of life that can be given 
by few modern writers. In fact, her nursing service in Kentucky 
established a model for action in an area that presented so many 
difficulties that no one who wanted to copy the work could plead 
that it would be more difficult for them than it had been in 
Kentucky. 


This book will be most useful to those interested in the ad- 
ministrative problems of establishing a public health service 
against overwhelming adversity. It would also be interesting to 
persons who would like to know more about the simple lives of 
those who inhabit the Kentucky hills. 


Tuberculose: Cours de Leysin. Publié par J. Morin. Lecons données par 
E. Arnold et al. Second edition. Paper. 4000 French francs. Pp. 573, with 
170 illustrations. Imprimeries réunis S. A., Lausanne; [Masson & Cie, 120 
Blvd. Saint-Germain, Paris 6°], 1951. 


This text, written by 26 authors, covers tuberculosis in all 
phases as a course at Leysin and is, therefore, brief and varie- 
gated. The first edition appeared in 1944. There are 42 chapters, 
each with a few references. The following topics are covered in 
the book: tuberculous inflammation, variations in endemic tuber- 
culosis, tuberculosis of infants, tuberculin reaction and vac- 
cination with BCG, Ranke’s classification, laryngeal tubercu- 
losis, tuberculosis of the skin, of the eye, and of the kidney, 
pleurisy and its treatment, climatic treatment, therapeutic pneu- 
mothorax, oleothorax, thoracoplasty, streptomycin, chemo- 
therapy of tuberculosis, hematology in tuberculosis, and psy- 
chiatry and tuberculosis. The text is well written on heavy paper, 
which is suited to the numerous illustrations. 
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HEREDITARY ASPECTS OF DIABETES 


To THE Epittor:—What are the chances of a child’s getting dia- 
betes if the parents do not have diabetes, if the father alone 
has diabetes, or if the mother alone has diabetes? 

Leon Zussman, M.D., New York. 


ANSWER.—If neither parent has been identified as a carrier or 
a potential diabetic, the chances of a child’s getting diabetes 
theoretically are zero. If the parents do not have diabetes but 
are identified in each instance as a carrier, that is to say as the 
child of a diabetic, the chance of diabetes developing in their 
child is one in four. If each parent is the child of two diabetics, 
they must be identified as potential diabetics, and the chance of 
the disease developing in their offspring is 100%. If the father 
alone has diabetes and the mother does not and has not been 
identified as a potential diabetic or carrier, the child will be a 
carrier but not a diabetic. If the mother alone has diabetes and 
the father has not been identified as a potential diabetic or a 
carrier, again the child will be a carrier but not a diabetic. 


CLIMATE AND RHEUMATIC FEVER 


To THE Epitor:—Going southward from the northern boundary 
of the United States, does the rate of rheumatic fever attacks 
decrease? Would the rheumatic fever incidence in Chicago be 
higher than in Memphis, Tennessee? Would 70 miles differ- 
ence in geographical location affect rheumatic fever incidence? 
If the mean temperature in two locations is the same, would 
the place with a high average humidity have a lower incidence 
of rheumatic fever than a place of low average humidity? 
Would Florida or southern California be a more favorable 
location for a rheumatic fever patient? If the mean tempera- 
ture of two areas is the same, how does variation in daily tem- 
perature affect rheumatic fever incidence? If a child has had 
rheumatic fever, will moving to a warmer climate reduce the 
recurrence rate? If a child has continued rheumatic fever 
activity as evidenced by an increased sedimentation rate and a 
prolonged PR interval in the electrocardiogram, is the active 
process akin to that of syphilis in that no recurrence can occur 
in the presence of some activity? If the sedimentation rate is 
increased and the PR interval is normal, can the disease process 
be rheumatic fever? What do you think of the rapid testing of 
all school children with one lead on the electrocardiogram, 
with recommendation of further investigation of those with a 
prolonged PR interval? M.D.., California. 


ANSWER.—The climatic factors that bear on the problem of 
rheumatic fever are complex. Some information has been 
acquired, but much remains to be learned. The questions asked 
in this query are practical. It is unfortunate that all of them can- 
not be answered precisely at this time. There is no doubt that 
rheumatic fever attacks are commoner and often severer in 
temperate climates than in warmer and more tropical zones. 
Observations made on military personnel in the United States 
Armed Forces during World War II greatly advanced the infor- 
mation on this subject. Observations on the comparative inci- 
dence of rheumatic fever in differently located camps, compari- 
sons of hospital admission rates in various locations, and analyses 
of necropsy observations among troops stationed in different 
geographical areas were carried out. These studies showed a great 
difference in the incidence of rheumatic fever attacks between 
northern areas and more southerly regions of this country; they 
also disclosed a high incidence of rheumatic fever in the Rocky 
Mountain area, in the region of the Great Lakes, and in the mid- 
western states in general. An especially low incidence of rheu- 
matic fever attacks was observed among troops stationed along 
the Mexican border and in the area of the Gulf of Mexico. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


QUERIES AND MINOR NOTES 


J.A.M.A., Sept. 20, 1952 


As to the relation between altitude and rheumatic fever, in. 
formation is more limited; however, it has been reported that 
in one northern California seacoast town with an altitude oj 
4,268 feet and a rather plentiful rainfall but an equable tempera- 
ture, the incidence of rheumatic heart disease was 2%. This was 
compared with the incidence of rheumatic fever in another Calj- 
fornia city not far away where the elevation was 1,350 feet and 
the rainfall less, and in this lower altitude the incidence of rheu- 
matic fever was 0.38%. It has been reported that the incidence 
of acute rheumatic fever among Indian children living near 
Canada is 10 times greater than the incidence of acute rheumatic 
fever among Indian children living near the Mexican border. 
Incidence of rheumatic fever has been higher among children ad- 
mitted to hospitals in Philadelphia than among children admitted 
to hospitals in Cincinnati, Dallas, Texas, or Los Angeles. Inci- 
dence of rheumatic fever observed at necropsy has been reported 
to be higher in Boston than in Atlanta, Ga., Galveston, Texas, 
or New Orleans. 

From these data it is to be expected that a lower incidence of 
rheumatic fever attacks will be encountered as one progresses 
southward from the northern boundary of the United States, 
But, the degree of northerliness is not the only factor to be con- 
sidered in estimating the desirability of a location from the point 
of view of possible recurrences of rheumatic fever. A higher 
altitude would seem to favor a higher recurrence rate even ina 
more southerly region. Rheumatic fever incidence is definitely 
lower in Memphis than in Chicago, but a geographical difference 
of 70 miles might not make a difference in the incidence of acute 
attacks. The problem would depend on other factors than the 70 
miles. Factors such as the differences in density of population 
within the same region would make a difference. A population 
of higher density would be expected to have a higher incidence 
of acute rheumatic fever. 

Figures on the relation of acute rheumatic fever to humidity 
and diurnal temperature variations are not available, except as 
noted. Neither are figures available for comparison of the inci- 
dence of rheumatic fever attacks in Florida with that in Southern 
California. It is to be expected that a region with a slight tempera- 
ture variation throughout the 24-hour period will have a lower 
incidence of rheumatic fever than a region with a wide variation 
in daily temperatures. The reasons for the difference would be 
connected with differences in incidence of acute streptococcal 
infections of the upper respiratory tract. The latter, of course, 
occur more frequently in the regions of highly variable tempera- 
ture and humidity. The question of whether to advise a patient 
to change to another climate is indeed important. It is important 
for a susceptible patient to reside in a region in which attacks of 
acute rheumatic fever are less frequent. This may prolong his 
life, and the matter must be given the most careful consideration 
in every instance. The possible effect on the family of such an 
uprooting and migration must be taken into account. 

To detect recurrences of acute rheumatic fever in the presence 
of active rheumatic fever is impossible at this time. Variations 
in degree of activity or intensity of the disease may occur from 
week to week and it would be impossible to know if a flare-up 
represents a recurrence or an aggravation of an existing condi- 
tion. Diagnosis of rheumatic fever should not be made solely 01 
the basis of an elevated sedimentation rate; neither should this 

diagnosis be made solely on the basis of a prolonged PR interval 
in the electrocardiogram. Acute rheumatic fever without pro 
longation of the PR interval is not unusual, and many other 
diseases cause elevation of the sedimentation rate. The diagnos!s 
of rheumatic fever must be made today on the basis of an assess 
ment of many clinical and laboratory determinations, including 
the history, physical examination, blood cell counts, and roent- 
genographic examination. There is no specific test for this con- 
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Mass testing with electrocardiograms would probably yield 
little information. Only rarely would a prolonged PR interval be 
detected, and the time and effort required to make the tests would 
not be repaid by the rare discovery of such an electrocardio- 
graphic abnormality. Such a finding, furthermore, would not 
establish the diagnosis but would require further study for assess- 
ment of its significance. 


TESTING SCHOOL CHILDREN’S EYES 


To THE Epiror:—Please discuss the comparative values of the 
use of telebinoculars, standard Snellen methods, and the 
stereoscope for testing school children’s eyes. 


M.D., New Jersey. 


ANSWER.—The National Society for Prevention of Blindness, 
1790 Broadway, New York, will soon publish the report of an 
extensive survey made under the auspices of the National Society 
for Prevention of Blindness, the Missouri and St. Louis societies 
for the prevention of blindness, and Washington University in 
St. Louis on the use of telebinoculars, the Orthorater, and the 
Sight-Screener as well as other methods of testing the eyes of 
school children. The survey has been completed and is being 
prepared for publication, but as yet the results have not been 
made public. 


AIR CONDITIONING 


To THE Epitor:—Several industrial plants in our city employ 
air conditioning. Many of their workers seem to be of the 
opinion that they contract the common cold more frequently 
when working in air conditioned rooms. It seems unhealthy 
to me for a person to spend 8 to 10 hours in such an artificial 
situation. | counsel many tuberculous patients who are being 
rehabilitated and who could find employment in these indus- 
trial plants. I have, until now, objected to their taking such 
employment. I have been fearful of the unfavorabie effect 
air conditioning may have on their physiological balance. 1 
will appreciate an opinion as to the advisability of such ex- 
posure for both the healthy person and the patient with 
arrested pulmonary tuberculosis. At what margin of tempera- 
ture is it safe to set air conditioning units? Would 10 degrees 
(Fahrenheit) below the atmospheric temperature be satisfac- 


tory? Murray K. Spillman, M.D., Lancaster, Pa. 


ANSWER.—The bane of comfort air conditioning is its mis- 
use. Well-meaning operators sometimes provide harmfully low 
temperatures together with excessive air motion. Under such 
circumstances, discomfort is real and respiratory infection in- 
vited. Emergence from unsuitable artificial air conditions to 
natural high temperature conditions is equally disturbing and 
leads to that vague condition “air conditioning shock” during 
the body’s period of readjustment. This probably involves vascu- 
lar and metabolic insults. As a rule, the higher the natural tem- 
perature, the smaller should be the differential provided for the 
artificial climate. At times, no more than a 3 degree differ- 
ential is advisable. The differential should not represent a fixed 
figure but should be adjustable and only infrequently more than 
10 degrees Fahrenheit. Much may be said in favor of air con- 
ditioning limited to partial dehumidification of air, leaving tem- 
peratures unmodified; however, well-devised and well-operated 
comfort air conditioning is conducive to health to a greater de- 
gree than is extremely hot, humid weather. Reasonable artificial 
air conditioning may be regarded as more nearly normal than 
those conditions imposed by the extremes of summer. This is 
true both in industry and in hospitals. In industry, technical 
requirements may lead to extremes in artificial air conditions, as, 
for example, in the cold storage house or the candy dipping de- 
partment of a confectionery. Such industrial conditions are en- 
tirely unrelated to comfort air conditioning, and they necessitate 
clothing adjustment. During winter, under ordinary conditions 
of living, few persons hesitate to leave a room with a tempera- 
ture of 80 F (26.7 C) and, properly clad, go outside where tem- 
peratures are near zero; the difference is in the clothing used. 
The same requirements prevail, in reverse, in connection with 
work at low temperatures. Even for comfort air conditioning, 
some persons may require added clothing. Women, in particular, 
should be prepared sartorially to make such adjustments. 
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PREVENTION OF RESPIRATORY TRACT INFECTIONS 

To THE Epitor:—!Is it good judgment to prescribe oral or paren- 
teral vaccine or even autogenous vaccine for persons repeatedly 
afflicted with rhinosinusitis and tracheobronchitis, especially 
those with lower respiratory tract diseases as well? Should the 
latter be given routine influenza protection? Are there other 
factors, such as rest, diet, and climate, to be considered in help- 
ing these patients? M.D., Illinois. 


ANSWER.—The “therapy of prevention” of upper respiratory 
tract infections is one of the great problems of medicine, and it 
has been attacked in all eras of medical practice, with about the 
same result in each instance so far as specific results are con- 
cerned. Autogenous vaccines, viral vaccines, and antihistamine 
therapy have been reported to have produced varying degrees of 
success, but the infections continue to occur, and the “common 
cold” still keeps persons home from work. The use of specific 
vaccines for prevention has probably failed because there are so 
many types of viruses and bacteria that it is difficult to vaccinate 
against all and keep a high resistance at all times. A better course 
is to prepare the patient to resist infection by prescribing good 
food, proper rest, adequate vitamins, and prevention of needless 
and undue exposure to cold, which causes certain parts of the 
body to be chilled too severely, setting up conditions under which 
infectious agents may develop. Climate also plays a role; there is 
no doubt that a harsh climate predisposes to more colds than 
a more equable one. The same general principles apply for lower 
respiratory tract infections. Most may be treated with specific 
therapy and would only be aggravated by administration of 
vaccines. 


CLEANSING PROCEDURES AND 
CONTAGIOUS DISEASES 


To THE Epiror:—A question has arisen regarding precautions 
following dismissal of patients who have had contagious dis- 
eases. Is there evidence that prolonged airing (24 hours) and 
scrubbing of the room are necessary? 


Frederic Speer, M.D., Kansas City, Kan. 


ANSWER.—The inquiry evidently pertains to hospital dismis- 
sals. When trained attendants are caring for patients and medical 
aseptic technique is employed, the gross contamination of the 
surroundings, which might be expected to take place in the home, 
ought not to occur. If the dismissal is from a ward in which all 
patients have the same infection, the vacated bed or crib should 
have all parts accessible to a patient washed with ordinary soap 
and water before reoccupancy. That would mean cleansing of 
the head and foot of the bed and also the sides in the case of 
a crib. If the mattress is clean and especially if it has a mattress 
cover or is protected by rubber sheeting or other impervious 
material, autoclaving or even exposure to air and sunlight, as 
once required, are not necessary. If a patient with a contagious 
disease has been treated in a single room in a contagious disease 
hospital or in a general hospital, there should be added require- 
ments before the room is made available for another patient 
with a different *‘sease or for one with an infection regarded 
as noncommunicable. Additional precautions would include 
washing all walls and woodwork to a height of 7 ft.; washing 
with soap and water all furniture in the room (there should be 
no furniture that cannot be subjected to such a procedure); 
mopping or preferably scrubbing the floor thoroughly. Treatment 
of the floor will depend on its composition; some tile or linoleum 
flooring wili need to be washed and then oiled or waxed. Airing 
of the room for 6 to 12 hours is advisable, if the weather per- 
mits. Stricter requirements would be indicated in cases of smai!- 
pox and bubonic plague. Some years ago it was reported that 
viable diphtheria organisms were found in the dust of rooms as 
long as five months after the rooms were occupied by diphtheria 
patients. Positive cultures for hemolytic streptococci have been 
obtained from the air of rooms shortly after they were cleansed 
following the dismissal of scarlet fever patients. In some hospi- 
tals that have glass partitioned cubicles, the glass is washed every 
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day. In general, regulations should be determined according to 
the disease concerned. For measles, chickenpox, and mumps, 
thorough airing of room is probably the only essential need 
after termination of the isolation period. 


TREATMENT OF ACUTE 

LARYNGOTRACHEOBRONCHITIS 

To THE Epitor:—/n THE JouRNAL Feb. 16, 1952 (page 590), 
Dr. Herman Miller asks about the management of acute laryn- 
gotracheobronchitis in the early stage and after respira- 
tory obstruction is marked. The reply is inadequate. No men- 
tion is made of the administration of oxygen, which certainly 
should be given when respiratory obstruction is marked. Some 
physicians administer steam in a croup tent, but the effect of 
oxygen is better. If the respiratory difficulty increases and 
much thick secretion is present in the bronchioles, it is ad- 
visable to give ipecac syrup until the patient vomits. 

The reply states, “The margin between safety and toxicity 
is too narrow to use the sulfonamides in children; moreover, 
their toxic symptoms (fever, cyanosis, hemolysis, depression, 
and anemia) are almost identical with the symptoms of acute 
laryngotracheobronchitis.” This statement is incorrect. The 
toxic symptoms seldom occur, and, even if they do, they are 
not almost identical to the symptoms of the disease under 
consideration. The administration of either penicillin and 
triple sulfonamides, terramycin, or aureomycin is indicated 
as soon as the diagnosis is made. In view of the potential 
serious toxicity of streptomycin, the use of this drug is not 
advisable. Tracheotomy is not mentioned in the reply. This 
may be necessary in some cases. M. B. Brahdy, M.D. 

345 Gramatan Ave. 
Mount Vernon, N. Y. 


To THE Epitor:—/n THe JOURNAL Feb. 16, 1952, is a query by 
Dr. Herman Miller on “Treatment of Acute Laryngotracheo- 
bronchitis.” Neither my associate, Dr. Sidney R. Kaliski, nor 
myself is in complete agreement with the answer given. The 
urgency of direct laryngoscopic examination is overempha- 
sized. The recent literature has not been favorable toward 
the use of sensitivity tests as an aid to treatment nor are we, 
on the basis of our own experience. We do not agree with 
the statement that “the margin between safety and toxicity is 
too narrow to use the sulfonamides in children.” Our ex- 
perience with the newer sulfonamides has been essentially the 
opposite. Also, no mention was made of oxygen and water 
“mist” administration, which are useful, especially if used 
with aerosolized penicillin and streptomycin. 

P. Magrish, M.D. 
517 New Moore Bldg. 
San Antonio 5, Texas. 


These letters were submitted to the consultant who answered 
the original query. His reply follows.—Eb. 


ANSWER.—Regarding the urgency of direct laryngoscopic ex- 
amination being overemphasized, this is perhaps true for institu- 
tions in which direct laryngoscopic examination is not done 
routinely. It was stated that if facilities for such examination 
were not available, antibiotic therapy should be instituted with- 
out delay on the basis of the pharyngeal reports. Opinions differ 
regarding the value of sensitivity tests, and I have found them 
to be of definite value. As for the margin between safety and 
toxicity, again there is room for a difference of opinion. I am 
in full agreement on the importance of administration of oxygen 
and water “mist,” and this should have been mentioned in my 
original answer. I have for a number of years recognized its 
fundamental importance and the superiority of humidification 
produced by mechanical humidifiers rather than by steam. Re- 
garding tracheotomy, I agree that tracheotomy is especially im- 
portant and should not be postponed after obstruction has 
developed to the degree that it causes fatigue; on the other hand, 
tracheotomy can often be avoided by the early institution of 
general treatment, including the administration of antibiotics 


and humidification. 


J.A.M.A.,, Sept. 20, 1952 


CRACKS AT CORNERS OF MOUTH 

To THE Eptror:—!I read the letter on “Cracks at Corners of 
Mouth” and your reply in THe JouRNAL of Dec. 8, 1951 (page 
1508) and the letters in the issue of April 19, 1952 (page 1460). 
One important cause of this complaint that was not mentioned 
is allergy to the material of which the dentures are composed. 
This was fully described as a cause of intractable cracks at 
the corners of the mouth four years ago in an article that 
stated the diagnosis could be confirmed by means of skin patch 
tests, with minute scrapings of the denture material and a 
control material applied to the patient’s skin for 24 to 48 
hours. I have had two patients in which this was believed to 
be the cause of cracks at the mouth. An adequate and balanced 
diet with supplementary vitamins had no effect whatever on 
the condition, but it cleared with the use of new dentures 
of different material. Incidentally, the skin test in one of these 
patients was negative. If it is accepted that cracks at the mouth 
may be a manifestation of an allergic response to some sub- 
stance in dentures, it must be conceded that such cracks can 
occur with well fitting dentures, without malocclusion, and in 
the absence of infections. 


W. B. Roantree, M.D. 
Champion Reefs P. O., South India 


INFANT WITH TUBERCULOUS MOTHER 


To THE Epiror:—/n THE JouRNAL June 14, 1952 (page 718), is 
a query entitled “Infant With Tuberculous Mother,” concern- 
ing a young Negress with extensive pulmonary tuberculosis 
who had nursed her infant for at least 10 days after birth. 
The reply did not specify that contact between infant and 
mother should be interrupted, although one would hope that 
this was understood to be the most important step. Consider- 
ing the gravity of the circumstances in the light of the known 
natural history of tuberculosis in a closely exposed newborn 
infant, the reply was buoyantly optimistic. The inquirer is 
urged to wait “to see if the infant develops symptoms such as 
enteritis, bronchitis, laryngitis, pneumonitis,” and other con- 
ditions and is told that “Under no circumstances is there 
occasion for alarm unless serious clinical symptoms appear. 

.” The rapidity of extension of tuberculosis in the new- 
born infant and during early infancy compels a less com- 
placent attitude. 

It is further stated that in the event serious clinical symp- 
toms appear, therapy should include streptomycin. The alter- 
nate choice is given of 0.2 gm. daily or 0.3 gm. twice a week. 
Thus one regimen consists of 1.4 gm. per week and the other 
of less than half that amount. One wonders at the capricious 
therapeutic doses suggested. Although the reply states that 
“there is a chance that it did not become infected,” the chance 
is so slender and the outcome of an unchecked exposure in « 
newborn so predictably tragic that one wonders if treatment 
with streptomycin and/or isonicotinic acid hydrazid is not in 
order for a closely exposed newborn. 


Alex J. Steigman, M.D. 
101 W. Chestnut St. 
Louisville 2, Ky. 


DEATH OF RABBITS AFTER PREGNANCY TEST 


To THE Eprror:—/n THE JourNAL May 17, 1952 (page 316), 
the toxicity of urine of pregnant women for rabbits was dis- 
cussed. More than two years ago (Am. J. Clin. Path. 20:289- 
291, 1950), 1 described a modification of the Friedman test 
in which the urine is injected subcutaneously in twice the 
amount recommended for intravenous injection. As indicated 
in that article, the toxic index of urine is so low when injected 
under the skin that the procedure is never lethal; as much 
as 80 cc. of urine have been so injected without a fatality 
occurring. 

E. F. Ducey, M.D. 
250 Cherry Street, S. E. 
Grand Rapids 2, Mich. 
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